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CHAPTER I 
INTRODUCTION 
It has onl.y been in the J..ast few years that the impor-
tance of testing for non-organic hearing losses, including 
psychogenic or functional. losses, and mal.ingeri~, has been 
tully realized by otol.ogists, audiologists, and professionals 
in the field of hearing testing. The need for perfecting 
more accurate tests for measuring the extent of these losses 
was recognized by the Army and Navy Centers during World. 
War II where financial. compensation ~de its detection vital 
and necessary. However, its importance in civilian J..ife has 
gone practically unnoticed, mainly because of an ignorance on 
the. part of' qual.i:fied persons as to how to detect and differ-
' 
entiate this type o:f J..oss :from the purely organic hearing 
J..oss. 
~tement o:f' Probl..§m.: It is the purpose· of this :gaper to re-
view all of the avail.abl.e methods now known :t'or. dete~:t,ing 
-- ~ · .. 
psychogenic hearing losses and simulated deafness' ~o that· 
people wil.l not onl.y be made more\,a'!..,are o:f its exis~~' but 
will bave some knowledge of the deiection techniques .no~ at 
their disposal.. 
Justification: Problems in accurate diagnosis ar~ 
much needed research to· be done in the devising of more ~~-
accurate tests, and.in validating the techniques alreadY in 
. 
use. More people are beginning to realize that this is a 
I' 
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problem deserving increased attention, and that too little is 
known about this important subject. 
I An increasing awareness of psychogenic deafness as 
a clinical entity has developed within the p~st few years. 
••• The incidence of psychogenic deafness is not known. 
Reports from the Army and Navy Centers suggest an inci ... 
dence of from ten to twenty per cent among personnel on 
active duty who were hospitalized for the treatment of 
severe hearing disability. How much the military environ-
ment contributed to ;this finding is difficult to evaJ.uate, 
and it is even more difficult to correlate the military 
and civilian situation. Informal discussions with several 
persons concerned with psychogenic deafness -in military 
centers indicate that in many instances the etiologic 
picture has shown no direct relation to a military en-
vironment, that the problems involved we~e such as might 
be encountered in daily living. That psychogenic deafness 
exists as a recognizable entity, that it may be encoun-
tered fairly frequently, and that its apprehension and 
treatment require far more attention than is commonly 
given, arf realities that seem to lie beyond further 
argument. 
It can be seen, therefore, that the preY,alence of psycho-
genic hearing losses in the military setting has definitely 
been established, and that now steps are being taken to as~.er-
.. ·~.<f"'lf,;,' 
·v~ f:-.~;., .. ·, tain its relative predominance in civilian life. 
Laymen in general have been unaware of the exist-
ence of psychogenic, or functional, deafness, and the 
medical profession has tended to .underestimate its im- ,~1· .. portance, in spite of occasionaJ. obvious cases of mira- · culous cures at shrines, by faith healers, or for no 1 
apparent cause. The experience of World Wa:r II has shown, 
however, that psycholo~cal factors were among the common 
causes of hearing loss in military service. And it is be-
coming increasingly apparent that psychogenic deafness is 
much more prev~lent in civilian life than has usually 
been admitted. 
].Hardy, w. G.' nspecial Techniques for Diagnosis and Treatment I 
of Psychogenic Deafnesstt,.Anna1s of Otology, Rhinology_,_ and 
Laryngology, Vol. B7. 1948, p. 65 
2Davis, Hallowell~ ed. Hearing and Deafness, a guide for laymen 
Rinehart and Co. Technical Division, New York, 1954. P• 411 
I 
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Malingering, related to psychogenic hearing losses in 
that both are non-organic in nature, is a.J.so receiving in-
creased attention. Watson and Tolan state: 
The importance o:f' reliable tests :for malingerers 
simulating hearing defects has increased with~social, 
mi.litary, and economic recognition o:f' ·deafness as an 
acquired social handicap. With :financial compensation 
provided by the government for service-connected deaf-
ness, medical o:f':f'i cers o:f' the armed services and Veterans 
Administration must be able to detect the occasional 
malingerer among the deserving handicapped. ·rn the · 
Selective Service Program o:f' World War II instances were 
encountered o:f' malingerers attempting to -disqualify them-
selves :for military service by :feigning partial or total.. 
dea.:f'ness. In civilian life the pro;blem of' detecting 
malingerers increases daily in proportion to the recog-
nition and publicity attending occupational and traumatic 
l.oss of' hearing. Every claim or damage suit for loss o:f' 
hearing which results in a substantial financial settle-
ment is a potential inspiration to would-be malingerers. 
'l 
ii 
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A hearing impairment is regar<l:fd by many as something easy , 
to claim and hard to disprove. _ · 
With the increasing awareness of the growing need to 
detect both psychogenic hearing losses and malingering in the 
civilian population, it :follows that the methods of' detection 
must be !mown before they can be employed. A review of re- ';...'~''' 
search bas uncovered the fact that there is no one place in 
which all this information can readily be obtained. Therefore, 
the need was felt by this author to compile all of the tech-
niques now in use, and the procedure f'or administering them, 
by abstracting and compiling th~ terature in the field, in 
order tbat persons in the :field o:f' hearing testing might have 
lwatson, Leland A. _and Tolan, Thomas, Hearing Tests and 
Hearing Instruments. Baltimore, Williams and Wilins, 1.949. 
p. 172 
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an over-all review of workable tests at their immediate dis- I 
posaJ.. 
Scope: This paper will not attempt to cover the research d~al­
ing with possible causes of psychogenic deafness, nor of thera-
putie techniques to be employed with such cases, excepting in 
so far as therapy is used as a means of detection. It will 
limit itself to a discussion of the tests and methods most in 
use today for uncoveri~ such losses, and will include, where-
ever possible, statements concerning the validity and ~elia­
bility of the tests in question. 
Definitions: There are many terms used in discussions of non-
organic deafness, many of which tend to be confusing and which 
are often over-lapping in their connotations. No one set of 
definitions could be found in the literature that encompassed 
all the various usages of the terms. Therefore, it was thought 
advisable to include brief definitions of the terms to be used I 
throughout this paper, as they are used most commonly today. 
Dea'fness - This is used interchangeably with rthearing losst•, 
-. 
and signifies any degree of hearing im;p¢.rment from which the 
individual :feels himself handicapped. 
I Functional deafness - This term usually includes all deafness 
of a non-organic nature in which the person is unaware of the 
fact tbat the deafness is not real. 
Hysterical deafness - Usually this word is employed when I 
I refering to total. deafness of the functional tYPe, in which" the l1 
II ,, 
I 
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I conversion symptom is an involuntary expression of emotional 
I conflict ~t the subconscious level. 
I 
~lingering - This is conscious feigning of a hearing loss to 
.derive material gains. It is a deliberate fabrication of 
symptoms in the reality of which the patient himself does not 
believe. 
Neurastheni§ - This is a functional neurosis marked by intense 
nervous irritability and weakness. In acoustic neurasthenia 
deafness is the most prominent symptom of the neurosis. 
Psychogenic Hearing Loss- This is abroad term, used by some 
authors to refer to all non-organic hearing losses, including 
malingering. In this paper it will refer to all degrees of 
fUnctional loss in which the person does not realize that his 
deafness is not real. 
fsychogenic Oyer-lax - The condition in which there is a 
functional elaboration of an organic hearing loss. The person 
behaves as though his loss is more severe than it actually is. 
Sfmnlated deafness - A term used interchangeably with malinger-1 
ing. 
Vo1:i. tj.ona1 dea,fness - This term means the same as malingering 
or simu1ated deafness. In reality, it is any loss in which 
there is an inter-position of the person's \rlll in the path of 
normal reaction to auditory stimuli. 
r 
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CHAPTER II 
BACKGROUND 
HYsterical deafness is not new. Freak, isolated eases 
bave been reported in the literature for many years, almos~ 
without exception taking the form of total hysterical deafness 
that left no question as to the diagnosis. Trud states that 
we are accustomed to think of hysterical deafness as an a11 or 
none phenomenon, no doubt due to the fact that the tenn was 
used entire1y in this way for so many years. Either a case 
had severe emotional problems accompanied by abrupt, tota1 
deafness for no apparent organic reason, so was labeled 
"bysteric", or he had an organic hearing los·s. 
d 
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During the last war, however, minor degrees of functional 
hearing loss and functional elaboration of organic hearing loss 
were much more frequently encountered than total hystericaJ. 
deafness. At this time it was decided to let the term, bysteri· 
, cal deafness, refer to the totally functional type, and to use 
2 
the word, psychogenic deafness, to include all three types. · 
It was not until 1945 that Army and Navy centers became 
conscious of the fact that many of' the cases treated as purely 
organic deafness might have some degree of functional over-lay. 
1Tro.ex Edward H. Jr. "Psychogenic Deafnessn, Connecticut 
State ~edieal Journa1, Vol. 10, Nov. 1946. pp. 907-915. 
~Ibid. 
Semenav1 states that at the Hoff' General Hospita1 :t'Unctiona.l 
deafness bad been diagnosed in only one per cent of the popn1a-
tion. After intensive treatment and diagnosis, the :figure rose 
to twelve per cent. 
Gross hysteria, it is true, was often betrayed by strik-
ing clinical discrepancies or inconsistency of' response 
to a mechanical aid. But many cases were more obscure· -
men with minor and partial degrees of psychogenic loss,. 
1 treated individuals who had made incomplete recovery, 
I and blast casualties, who might have had e~ther hysteria 
or inner ear damage with intact ear drnms. - . 
The exact incidence of psychogenic deafness is not known, 
mainly because so many cases of the mixed and functional type 
go undetected. Truex reports that it was relatively easy to 
detect a :f'tmctional element at the first interview with the 
most obvious cases, but, in the large majority· of' cases "the-
discrepancies between normal and abnormal were so subtle that 
weeks sometimes passed before they were detected if they were 
detected at a11u. 3 Knapp and Gold support this by saying that 
their records during the war confirmed the clinical impression-
! gained from dealing with the patients themselves, «namely, therE 
I I was no black and white division into 'organic• and ':functional' 
I 
cases. Rather, there was a constant interaction of forces, so I 
1
1 semenov, Herman. "Psychic Dea:f'nesstt, Transactions of' the 
Ame:;ican Academy o:f Opthalmology· and Otolaryngol.ogv. Marcb-
AprJ.1, 1947. VOI. 51. p. 3~9u ·· 
2Knapp, Peter Hobart,, and Gold, Bernard H. ''The Galvanic Skin 
Response and Diagnnsis of Hearing Disorders", Psychosomatic 
Medicine• Vol. 12. Jan. - Feb. 1950. p.6. 
3 Truex, op. cit. p. 907 
!I 
I' 
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that the population formed a sp-ectrum between the extremes of 
mechanical and psychogenic hearing lossn.1 
Zilboorg2 makes the statement that fifty per cent of all 
cases of deaf-mutism due to blast casualty in the Russian armed 
forces were of psychogenic origin. Knapp3 feels the fact that 
more than half of their psychogenic group attributed their loss 
to blast is an indirect support for Zilboorg's contention. 
4 Martin found that thirty-eight per cent of' all cases of bl.ast 
deat"ness admitted to the hospital were found to have pure 
psychogenic deafness or organic deafness, with a large fUnc-
tional factor. He studied 500 cases in all., and 54 of these, 
or twelve per cent, were found to be psychogenic to some degree 
He makes the statement, 
Since the largest group of patients selected f'or study j 
had deafness not associated with combat, the discovery 
1 of a significant psychogenic envolvement in these 
patients offers.a challenge for otologists in civilian 
practiC!e. 
Morrissett5 says· that it bas been estimated that some fifteen 
per cent of the cases of' deafness treated in the A~ centers 
1Knapp and Gold, op. cit. p. 12 
2zilboorg, G. 11Some Aspects of Psychiatry in the USSR", 
American Review of' Soviet Medicine. Vol. 1, 1944. p. 568 
3 Knapp, Peter Hobart, ·~Ernotiona1 Aspects of Hearing Loss n; .. 
Psychosomatic Medicine, Vol.' 10, No. 4. July-Aug. 1948. P• 220 
4 Martin, Norvil A. npsychogenic Deafness", Annals of Otol.og:y;, 
Rhinology, and Lary;ngology. Vol. 55. March, 1946. p. 86 
5Morrissett, L. E. "The Aural Rehabilitation Program of the U.S 
.Arrrry- for the Deaf' and Hard of Hearing", Annal.s of otology:, ' 
_"Rhino3.oogv:.., and Lary;ngolagy--Yol. p5._])ec...e.tn'he_r, 1946~. ~29 
I 
!1 
were of the hysterica.J_ or psychogenic variety, the group in .. 
eluding numerous cases in which the disability was of long 
standing. Knapp1 states that "psycbiatf>ic study of !l'lilitary 
patients in a World War II Hearing Center revealed that some 
degree of psychogenic deafness was present in almost ten per 
cent o:f the population. The figure might have been still. 
higher, ·but for difficulties in precise diagnosis"• 
Even the lowest :figure quoted, ten per cent, is a much 
higher incidence than had ever been supposed be:fore the war 
brought its prevalence to the fore·. When it is real.ized that 
in the United States alone, there are over 1,300,000 disabled 
v~terans receiving disablement benefit, and that 400,000 are 
suffering from neuro-psychiatric affections2,. the significance 
of the findings concerning psychogenic hearing losses may be 
clearly seen. 
Is this problem unique to the Armed Services? What bear-
ing can these figures have on the prevalence of psychogenic 
hearing disorders in the civilian popul.ation? It is not the J, 
intent of this paper to del. ve into the causes of this disabili t • 
However, a brief review of the findings concerning this disorde 
in the military setting may help us to understand the civilian 
problem. 
1Knapp and Gold, pp. cit. P• 6 
I 2Truex, op, cit. p. 907 
l 
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B1egvad1 reports that in World War I, soldiers exposed to 
shell explosion which partially buried them, suffered from . 
deafness, and sometimes mutism in ninety-nine per cent of the 
cases. The otologists attributed these forms of deafness to 
organic challges in the labyrinth (concussion of labyrinth) and 
considered the prognosis very poor. 
After World War I, however, only very few persons were 
granted disablement benefit on account of this form of 
deaf'nes·s. For most of them bad recovered their hearing 
capacity completely or in part. This recovery appeared 
more rapidly in those who bad not been wounded and thus 
remained at the front after the explosion. In these 
soldiers the deafness most often subsided within a few 
hours or days, sometimes more gradual.ly. In contrast 
hereto, the patients who were transferred to hospitals 
at home did not do so well. Their impairment of hearing 
was diagnosed as "concussion of the labyrinth", ttacoustic 
deafn.essn, "labyrinthine hemorrhage", "destruction of 
Organ of Corti", etc. , and in these patients ·the deafness 
lasted much longer. On subsequent examination some of ·· 
them were characterized as hysteric. • • In all of them, it 
was a matter of fright neurosis that brought about a 
deaf'ness, quite resembling organic deafness though 
generally not of organic nature, so that it had to be 
designated as a psychogenic deafness - an emotional deaf-
ness. In many cases the hearing suddenly returned after 
a psychic s~ck (dread, sorrow, overwhelming joy, horrible 
dream, etc.) 
Ble~ad states further that the experiences of World War I 
appear to have been forgotten during and after World War II, 
due chiefl.y, he feels, to the invention of the audiometer. By 
means of audiometric testing it was found tbat patients suffer-
ing from acoustic trauma show a considerable loss at around 
1 Bl.egvad, ttpsyehogenie Deafness (Enotional Deaf'ness)", Journ.al 
of Laryngology and Otology. Vol. 65. March, 1951. P• 1.6f3 
2 Ibid. 
jl 
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4, 000 cycles which forms a dip in the audiogram in the higla 
frequencies._ He thinks that because of the presence of this 
I 
typical dip in patients during the last war, oteleg'ists natu-
rally .believed the impairment was organic in nature. 
In the course of time many of these patients regained a 
normal hearing for whispering and speaking voice, hut 
in some eases a ttdip" in the high tones remained. It 
was evident that in some cases organic affection of the 
labyrinth existed - causing the "dip" - but that the 
deafness for the human voiee was due to a "ps.yehogenie 
over-lay". If this over-lay was removed, the hearing 
became normal again, because it does not affeet the per-
ception o:f the human voice that the hearing for tones at 
4,000 cycles and above is deficient. Here the deciding 1 factor is only the hearing :for tones at 500-2000 cycles. 
In smnmari2ing the literature, Blegvad comes to the conclusion 
that most American and British authors :feel· that there is, in 
the majority of eases, an original organic impairment tbat may 
or may not diminish in time, but that the degree o:f i.mJ>airme:nt 
is not such that it should hinder communication. When it does 
it is almost certain that part of the disorder at least, is 
:f"unetional in nature. 
I The question now arises as to the exact effect of psychic 
'I I· 
activity on hearing, in order to determine some :factors in 
psyehogenie deafness that may not be wholly related to the miJ.il 
tary setting. Truex admits that the stress of military personn~l 
during war is a rather unique and specialized situation. 
1B1egvad, op. eit. - p. 169 
I 
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••• This stress varied from the emotional crises of being 
separated from families and work to the terri:f'ying, trau-
matic experiences of combat. The important consideration 
is that analysis o:f most o:f the :i:atients showed deep per- . 
sonality disruptions that were latent in civilian life I 
only to become overt in military service. The average man 
has lived his life by God's tenets to do unto others as . 
you would have others do unto you. The military services 
superimpose upon.these teachings and habits o:f a lifetime 
a brief, rigid training to face death or escape and be 
damned. In the extreme a :man is thrown suddenly into the 
throes of warfare where animal instinct is dominant, where 
survival becomes the prime motive of any action. Instine- I 
tively he is driven to escape and the subconscious mind 
constantly seeks an avenue which will liberate him. A 
suggestion is all it needs and what is a more powerful 
suggestion than the terrifying noises of combat, the sud-
den flashes, the pressure and unbelievable violence of a 
nearby blast which corrupts and smashes to pul.p the few 
months of training that the mili"tary has forcibly imposed. 
It is normal under these conditions :for the hearing to be 
affected and for roaring or ringing to ensue. Frequently 
the eardrums are ruptured and blood appears. This consti-
tutes a train of events, a suggestion too powerful for the, 
subsonscious mind to ignore. He wants to hear no more, ab 
consequently he hears no more. This occurs in spite of th1 
:fact that the organic hearing loss Wfich is sustained by 1 
the blast is mild or only temporary. 1 
• Although such extreme conditions exist only in war, Truex :feels ! 
I 
that because even mild restrictions and regUlations cause pay- j 
chogenic hearing loss in the services, that these incidents j 
I 
l have their counterpart in civilian li:fe. He states that psychi~ 
11 trauma is an individual proposition and "that which seems to 'be I! 
I 1i a most benign circumstance to most of us may be catastrophic to 11 
some with an occult or manifest neurasthenia". 2 Blegvad sup- I 
I ports this by saying, "· •• and psychogenic deafness 0p1ays a I 
1------
'I1Truex, op. cit.~ p. 908 
2 I Ibid. 
I 
II ,, I 
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great role in civil life too, as numerous cases are accidental, 
due to a sudden strong sound: a shot, explosion in blasting, an 
unexpected loud sound in the phone, and so on. nl Davis2 states 1 
that in the civilian who becomes hysterically deaf, previous 
experience must contain incidents or situations that threaten 
him as deeply as combat does the soldier. 
Not on1y do loud noises set off a psychogenic loss. It 
has been found that patients recovering ~rom meningitis and 
otitis media may also develop hysteric complications. Hurst 
. I 
and Miller3 found cases of this type suffering from psychogenic . 
over-lay in the service, that revealed a history of prolonged 
hearing loss prior to the service. This disorder is often 
found among children who may 'have some degree of known impai:r-
ment. Knapp4 states t.ba. t there is more need for further re:... 
search in civilian life concerning the possible occurance of 
psychogenic deafness in cases of unknown etiology, such as 
nerve deafness, Meniere's disease, and otosclerosis. In one 
study reported on children referred from a hospital hearing 
~legvad, op, cit, 1 p. 1?6 
·2navis, op, cit. 7 p. 415 
3Hurst, A. and Miller, E., ~iscussion of Functional Deafness", 
Jour.na.l of Laryngology· and Otology. Vol. ss, Aug. 1940. 
4rrnapp, op. cit,;, p, 220 
I 
I 
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cl.inic, nine of the 1.51 cases that were studied turned out to 
have a fUnctional l.oss.1 
The exact percentage of pure psychogenic hearing l.9ss as . 
. ' 
compared to psychogenic over-l.ay was estimated by Semenov to be· 
one-third pure psychogenic, to two-thirds psychogenic over-1~. 21 
There is no doubt that mal.i:ngering al.so occurs in the mil.it.ar.y, 
as well as the civilian popu1ation. ~ruex feels that there is 
no sharp line of demarcation between mal.ingering and mil.d tune• 
tional elaboration of a disabil.ity. 
In mi1itary service the financial gain through incapacity 
is of a 1arge order of magnitude, and, therefore, is a . 
power:f'ul. motivating factor for wil.ful. simulation of in-
capacity. It must be remembered, neverthel.ess, that the 
gain can also be measured in terms of re1ief from mental. 
and emotional duress and constitutes just as potent3a 
motive for involuntary as for voluntary simul.ation. 
He warns that a diagnosis of ma1ingering is a serious one, and 
it is complicated by the fact that conversion symptoms can de-
velop in normal individuals if' the emotional s.tress is severe. 
11JWke1bust4·agre~s, saying that ttin c1inical eva1uations it is 
essential. to be extremely cautious and guard.against confusing 
true psychogenic deafness with other clinical types •••• " 
1
1Doyle, Jonath~'- and McConne11, Freeman, "Relationship Between 
Causes of Eear:LD.g Loss in Children and Audiogram Patterns", , 
Journal of the Exceptional Chi1d, . Vol.. 21.. Nov. 1954. pp. 61.-65 
2semenov, op. cit. 
3Truex, op. cit.; p. 909 
41\nY'kelbust, Helmer R., "The Rel.ationship Between Cl.inical. 
Psychol.ogy and Audiology", Journal of Speech and Hearing 
Disorders~ Vol. 14, No. 2. June, 1949. p. 725 
14 
)) 
Blegvad feels also that it is highly important that a correct 
diagnosis be made, not onJ.y f'or the sake of the patient but .. 
also for the sake of the pilblic and the insurance company, lest 
I their expenses become unnecessarily high. 
There are definite cases of malingering in civilian lif'e-, ·~r 
as otologists have known for many years,- that are not accompani~ 
I by any emotional problem, but only' motivated by a wilful desire to feign a hearing loss for material gains. These are increas- I 
ing however, with the increasing interest in hearing losses in 
general, and the increased financial compensation awapded to 
persons suffering from hearing disabilities incurred on the 
job. Mr. Grahamf'ield of the Industrial Accident Board of' 
1 Boston· states that alleged hearing defects are as hard to prove 
a:s the proverbial rtback injurytt , and that even with the help 
. 
of a skilled doctor the Board has to rely for the most part on 
the integrity of' the man under test. Added incentive was given 
to such would-be malingerers when the law was changed· on 
December 13, 1955, to raise the amount of compensation from 
30 to 35 dollars a week for the extent of the disability, with 
an additional $2.50 for ever,y dependent. Total compensation 
may go as high as $lo,ooo.oo. 
Thus, it· can be seen that there is a defiidte need to 
detect losses of a psychogenic and simulated nature, not only 
for the good of the person, but for the good of' the society at 
large. It is also apparent that psychogenic and functional 
losses mnst be distinguished clinically from each other, as 
well as from true organic losses. As the n:ain purpose of this 
paper is to present methods for distinguishing the non-organie 
from the organic loss, only the techniques directly employed in 
this determination will be discussed in the body of the paper. 
It is important for examiners to realize the difference between 
the various types of non-organic hearing losses, however, even 
though their methods for detecting these various types may be 
identical or similar. The following differentiating charac-
teristics are essential to understand, not for answering the 
question, "Is the deafness rea11n, but for aiding the clinician 
after a non-organic loss has been detected, to answer the 
question, "What is the next step to take?tt Obviously, the 
recommendations would be quite different if the patient were 
found to be a malingerer, than it would be if' he were found to 
have a loss o:f' a psychogenic nature. 
Harbert1 gives the following hints in order to help in the 
.question of whether there is insight present in eases o:f' non-
organic loss. 
In conscious simulation, the patient is distraetable, alert, 
and cooperative at f:irst. However, if the examination is pro-
longed, he often becomes nervous, sulky, ?r bellicose. He 
drops his symptoms when he does not think he is under observa-
tion. He plays his role for the examiners and allied persons 
, laarbert, F., "Functional and Simulated D~:t'nessn, u. s. Naval 
Medical Bulletin, Vol. 41, 1943. Washingtoaa. p. 725 
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I only, while retaining his capacity f:or play and a good time. 
Usually he has no associated symptoms. He visits the examiner 
:for the sole purpose o:f obtaining a certificate of disability. 
He is not at all cooperative toward suggest~d treatment, and 
outwardly balks at operations. His inconsistencies are seldom 
great and become less on repetition. He may show studied i~- . 
attention, but can often be caught o:ff guard. His loss is 
usually unilateral and constant, and he .seldom complains of 
tinnitus or vertigo. His de~ee of impairment for speech and 
pure tones is usually proportional. There is usually no im~ 
provement after suggestion treatment. His his.tory shows an 
inability to work or carry on in unpleasant environment. 
If the patient is suffering :from psychogenrc deafness due 
to hysteria, he is usually c.omposed, indifferent, and wrapped 
up in himself. His symptoms persist even when he is not under 
observation. They may be aggravated by nervous tension, or 
alleviated when composed, and under severe emotional stress his 
symptoms may disappear entirely. His loss interferes with his 
1
usual pleasures. He usually has no associated handicaps, but 
hemianesthesia or amblyopia may be present. He desires a cure,· 
yet :fears it. He is ·cooperative in carrying out treatment, and 
is willing to undergo operations. Inconsistencies are often 
great· and can be repeatedly elicited, and usually remain :fairly 
constant during the examination.. His attention is constant, 
and his hearing improves when prodded or when the subject is 
interesting. The loss is usually unilateral and fairly 
I 
I. 
constant, but may show transference from ear to ear. Tinnitus 
and vertigo are usually absent, and the 'impairment for speech 
is usually greater than that for pure tones. There is of'ten 
marked but usually temporary improvement by suggestion or in-
adequate treatment. His history shows a fairly good acceptance 
1 of' his present state. 
On the other hand, if the psychogenic :factor is due to 
neurasthenia, the person is usually anxious, nervous, and shows 
signs of vasomotor instability and :fatigue. .His symptoms. per-
sist, but they vary from moment to moment. He seems unhappy, 
worried, and pessimistic. He usually has numerous associated 
symptoms such as palpitation, hyperidrosis, belching, tremors, 
and fainting spells. He desires cure, is cooperative in carry-
ing out treatment, and is willing and anxious to be operated on1 
His symptoms increase as the examination progresses, due to · j 
pathological fatigue. Transient loss or aggravation of' symptoms 
is eommon. His at:t.ent.ion is good at the beginning of tbe examijl 
nation, but varies markedly as the examination progresses, due 
to pathol.ogical fatigue. His loss is usually bilatera1 and ver. 
variable, and he complains of' tinnitus and vertigo. His degree 
of impairment for pure tones may exceed that for speech and 
findings may become reversed several times during the examina-
The effect of' suggestion is difficult to evaluate be-I tion. 
I
I cause of' marked transient variability of' :findings. 
emphasizes subjective sensations and self' pity. 
His history 
I. 
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With this brief summary of the general behavior character-
istics of the types of non-organically deafened individuals, 
this paper will now describe tue tests and methods for differ-
entiating these non-organie cases from those tnat are trulY 
deaf. 
19 
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CHAPTER III 
REVIEW. OF LITERATURE 
Up until the 1930's, the literature was found to contain 
various tests f'or the detection· of' auditory malingering, many 
of' which were based on the same basic principles. These tests 
were designed f'or the detection of' unilateral deafness almost 
exclusively, as it was this type that malingerers found most 
easy to feign. Apparently it was f'elt that the f'ew cases of 
eysterical deafness that occasionally appeared eould be appre-
hended by the patient's behavior and by the case histo:ty'. 
However, in the 1940's a change ean be seen, and the 
literature becomes more concerned with not only measuring the 
type of' loss (organic or non-organic) but also the amount of 
loss that is being feigned. When the factor of' psychogenic 
over-lay was introduced, it presented more pressing problems, 
and from 1945 on the literature has appeared to be concentratin.€ 
on two main factors: 1) How may hearing be tested objectively? 
and 2) How may we accurately discover the amount of true loss 
that is present in a given individual? 
There has been another noticeable change in the literature 
since the 1940•s. Before tbat time, writers seemed to believe 
that all malingerers could be apprehended by the various tests 
at the examiner's disposal. It seemed to be just a question ofj 
having enough tests so that the expert malingerer would not be I 
I 
.able to invalidate them due to his previous experience. 
One should suspect a psychogenic origin if deafness is 
sudden, severe, or nervous type and without evident cause, 
if the air and bone conduction curves are congruent, if 
the agreement between audiogram and conversation test is 
vague, if there is a marked discrepancy between pure tone 
and speech audiometry, if repeated audiograms give con-
siderable differences, if there is fbnor.mally good improve 
ment or none with the hearing aids. 
1Azzi, A., "Testing the Delayed Voice.as a Diagnostic Method 
in Psychogenic Deafness n., Translation Excerpts Medica, Section 
Oto. Rhino-La.ryng. Vol. 6, l953. p. ?8. 
'I 
II II 
Semenov lists the following aids as a· help in accurate 
diagnosis: 
1. Obscure or sudden onset of perceptive deaf.ne,ss. 
2. Com.pJ.ete absence of hearing in both ears. 
3. Total absence of hearing in one ear; severe deafness 
in the other. 
4. Flat audiograms. 
5. Variations of audiograms. 
6. Disproportion between hearing tests. 
?. Normal vestibular responses. 
8. Binaural deafness, pathology only in .one ear. 
9. Severe shock or emotional distress prior to onset. 
10. A sudden ~rovement in the hearing clinches the 
diagnosis. . 
It is apparent from these lists, however, that the ex-
aminer must constantly be on the alert for signs that differ 
from the normal hard of hearing person, and that thorough test-
ing must oe done to detect the more obscure cases. "More than 
one otologist has suspected malingering or hysteria in such 
cases, but bad no way of proving it, at least none that would 
satisf'y him. n2 
In order to be on the alert for these cases at all times 
the examiner must constantly be on guard to detect even minor 
hints that might suggest a functional deafness. "The observa-
tions begin when the patient first enters the ••• office. The 
otologist must be on the alert for clues of behavior, some of 
n3 
which may be gross, others minimal. 
1semenov, op. cit.~ p. 332 
2semenov, op. ci~. p. 329 
\ 
3He1ler, Morris, Lindenberg, Paul, uEvaluation of Deafness of 
Non-Organic Origin:Archives of Otolaryngology. Vo1.58 91953.p.576 
I 
CASE HISTORY AND OBSERVATION 
Inconsistencies between behavior at different times, or 
between stated behavior and observation is the first thing t~ 
1 watch for. The case history is the examiner's :first major 
I 
device for detecting these inconsistencies. Hmv the client 
says it is almost as important as 'What he says. One patient 
may appear very anxious, another over-composed, another very 
vague, and still another over-exact. ttClinical judgment is 
taxed to the utmost in the effort to evaluate properly such 
behavior. n1 The case history is explored in great detail, and 
many parts are re"'!·examined by asking the same questions in a 
slightly different way. It is hoped that by this method 
possible inconsistencies in the history may be noted, or that . 
the patient may be caught off guard. 
Not only must the examiner be on the alert for discrep-
ancies in the case history itself, but he must constantly be 
looking for signs in the person's behavior that seem to con-
flict with the reported facts. Examples of this ·type of in-
consistency might be that the patient reports he is unable to 
hear the ring of a telephone. However, it is noted that he 
automatically stops conversing wh~ the examiner t s phone rings. · 
In the case history the person reports tbat he hears only 
when he faces the. $I)eaker directly. In this case, the examiner 
I ~eller and Lindenberg, op. cit. p. 576 
li 
I 
, 
might "accidently" drop a pencil on the floor, asking the client 
a question as he bends over to retrieve it. It may be observed 
that the client answers unfalteringly a question he could not 
I possibly have "seen" being spoken.· Cases are often found that 
say they depend almost entirely on lip-reading. It bas been 
suggested that in psychogenic cases they actually believe they 
are lip-readtng, where in reality their sub-conscious mind is 
picking up the auditory clues. A person may allege such an 
ability, yet he has no trouble answering the examiner who talks 
with a ·cigarette between his lips. He answers questions which 
may be asked without facial or 1ip expression, that is, with 
I 
I 
~~ 
the lips immobile and the mouth being opened and closed as 
little as possible. ttFrom time to time, while asking questions, 
' . riJ.. 
one may pretend to rub the nose in order to hide the lips. ' 
There is no delay in the patient's response. On the other hand, 
however, he ma.y refuse to answer when the exandner obscures his 
face. In these cases his hearing loss may not be allegedly 
severe enough that he should not be able to hear at least frag-
ments of the conversation. In cases o:f this sort, the pa.tien:t's 
eyes may be leveled on the examiner's eyes rather than being 
focused on his lower face and lips. 
1Russel1, E. D. nnetection o:f Simulated Deafness", Laryngoscope .. 
Vol. 44. March, 1934. pp. 203-204 
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In addition to comparing the person's behavior to that 
which was reported iri the case history, the person's actions 
may be compared to those known to exist in truly deaf' persons. 
\I 
II 
II 
Truly deaf' people usually face the examiner and are atten-
lltive to the purpose of' the meeting. They make a controlled and I 
I subtle e:t':t'ort tO hear. •rn contrast, the patient alleging I 
deafness, whether deliberately or unconsciously motivated, will 
tl often behave quite differently. 1 Truex2 describes the "belle 
I indif'f'erencett of' the hysterics, who seem to display in all their!' 
actions, "I have a severe deafness, so what?tt Cases of' :f'una-
I tional deafness may sit down and assume an attitude as though 
they were unaware of' the doctor's presence. 
He apparently is oblivious to the reason for his visit • 
The doctor may bave to tap him to attract his attention 
or remain ignored. Sometimes such patients will answer 
a ques~ion and then turn away, so that with e.ach question 
the patient demands some signal b ef'ore he will pay §tten-
tion to the doctor and attend to the next question. 
~other patients make the opposite response and engage in an ex-
aggerated ef'f'ort to hear the examiner. They will draw up a 
chair and peer into the doctor's face, and will throw their 
I 
.lbodies :t'orward each time they are addressed, as though to 
I. 
11
!
1Heller, Morris, Anderman, Bernard, and Singer, Ellis, 
Functional Otology .. New York, 1955, _pp. 82 
I2Truex, op. cit. p. 908 
~~3Heller and Anderman, op. cit. p. 82 
II 
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bridge the distance. ttTheir efforts to hear are excessive, 
crude, and elaborate.n1 
Even with such exaggerated efforts to hear and attend to 
the examiner, and even with an alleged knowledge of lip-reading 
there are certain words that the truly deafened person bas 
trouble with, but which may be readily understood by the person 
with the functional loss. Words such as 11illliess" andttsicknessl, 
that are all but impossible for even the most expert to lip-
read, may easily be inserted when filling out the case history. 
I"f, unlike the truly hard of hearing who may hesitate momen-
tarily before replying as he tries to synthesize the meaning· of 
the sentence, or who will ask to have the sentence repeated, 
' 
I 
the patient fails to demonstrate any di:fficUl ty in understandin · 
I 
these words, the fact should be carefully noted by the examiner1 2 
Inconsistencies in the ability to understand certain words may 
also be significant, but only marked discrepancies should be 
noted, because Russe113 warns that truly hard of hearing per-
sons understand words more easily once they become familiar. 
If the person wears a heari~ aid, this may be used as a 
method for further comparison between the organically and 
1Heller and Anderiljlan, op. cit. p. 82 
2Ibid. p. '84 
3:Russe11, op. cit. p. 203 
I 
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non-organically deafened person. Observation will tell whether 
or not the m:old fits the auricle properly. The patient may 
fumble when he attempts to remove the receiver and mold from 
the ear, or as he tries to replace it. He may forget to turn 
the aid off before removing it, almost always a sign that he 
is unfamiliar with the squeal of acoustic feedback and resulti~ 
battery drain. The amount o:f volume is almost always insuf-
1
1 
ficient :f"or the degree o:f hearing loss tba t the patient alleges. 
"All one has to do is to listen with the hearing aid at the 
I . 
volume at which the p:ttient is using it, to know that the 
1 
volume is insuf'f'ieient f'or a very deaf person.n Heller and 
Anderman also list other clues to be detected from alleged 
hearing aid users. 
If the doctor takes the aid from the p:t tient he can 
inspect it to see if' it shows evidence of' usage and 
wear. A hearing aid which is in constant use will 
bear scratches and marks on the case and inside of' the 
case from daily handling. An unused aid may appear 
brand new, or if' the batteries have been left in the 
aid for a long time, the terminals may be corroded, and 
the case may be stained by a battery which may have 
leaked. 
The doctor can remove the batteries from the ease and 
casually return the aid and the batteries to the pa-
tient. The experienced hearing aid user will assemble 
the parts deftly. Other patients may study how to 
insert the batteries, and by their awkward movements 
reveal their unfamiliarity with the aid. 
~eller and Anderman, op. cit. p. 83 
I 
Interrogating the patient about how he uses the aid 
may expose him :further. How many hours a day and under 
what conditions does he use the aid? How long will the 
batteries last, the ttA" battery, the "Bn battery? What 
is the cost of the batteries singly, and what is the 
annual cost? Where does he buy the batteries? How often 
does the aid need repairs and What are the costs? What is 
the life of a hearing aid cord before J..·t wears and breaks, I 
and must be replaced? How many eords are used a year? 
The organically hard of hearing aid user is able to answer 1 
such questions promptly and accurately. The other patient I 
may be no betfer informed than one unfamiliar with the 
hearing aids. 
Persons with a true unilateral deafness are only slightl.y 
handicapped by their monaural loss. However, they are troubled I 
• by asterophonia or dif.ficul ty in localizing the sourC.e of' a . I 
sound. When addressed from an·unanticipated portion of the 
room they will invariably gaze about in order to locate the 
speaker. The patient with a non-organic monaural. deafness, on 
the other hand, may allege to be much more handicapped than 
1 his type of loss warrants, and he fails to exhibit difficUl.ty 
in sound localization. 
Invariably in the presence of' long-standing binaural. 
deafness, abnormalities of speech will appear, the 
variations depending on thg duration of the deaf.qess, 
its severity and its type. 
I 
If a person alleges a severe binaural loss that has been present 
for some time, and yet exhibits speech of normal intensity, 
inflection and quality, the stated degree of severity may be 
questioned. 
1Heller and Anderman, op. cit. p. 84 
2Reller and Lindenberg, op. cit. p. 577 
il 
I 
I 
!I 
In children as well as adults, a good part of the initial 
diagnosis may be made on the basis of the inconsistent case 
history and behavior c-haracteristics. l'ey'ke1bust1 states that 
in children a distinction is made between hysterical deafness, 
which is comparable to psychogenic deafness in adulthood, and 
psychic deafness. This has been defined as a disorder that has 
its roots in a section of the brain, and the ter.m "central 
deafness" is preferred by some authors. Although psychic 
deafness is thought to be rare, ~kel.bust feels that it is this 
type which is readily confused with true deafness. By compar-
ing the observed and stated facts with t:ne known behavior of 
truly deaf children, an accurate diagnosis c~an usually be made. 
~ke1bust2 ' 3 lists several characteristics of the psychically 
deaf child that are helpful in making such a diagnosis. 
1. Although he does not use vocalizations projectiv.ely, or 
improvise sound for the pleasure of· it, his tonal. quality is 
normal when vocalizations are heard. This is in opposition 
to the truly deaf child who is unable to monitor auditorial.~ 
and theret·ore has loud and atypical voic·e quality. 
2. He fails to use gesture to make his wishes known. 
lMykelbust, op. cit. p. 99 
2Ibid. 
3rey-kelbust, Helmer, Auditory Disorders in Children,; New York, 
1954. pp. 182-217 
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to facial expression. 
6. He is not unduly sensitive to tactile sensation~-
7. His motor behavior is very good or within normal limits of 
expectation, in contrast to the atypical gait or shufrle of 
deaf children. 
He seems to lack emotional expression and behaves accord-
ing to his own subjective needs and feelings, completely ig-
noring the wishes and needs of others •. 
9. His auditory and visual perceptual behavior is directed 
essentially by subjective sensation and affect, rather than 
by sensory stimulation. 
10. He has a history that reveals that he has been considered 
,. 
primarily a behavior problem, rather than a problem because 
of' an impairment of hearing. 
11. Often the parents reveal that the child produces speech 
such as nyesn and 11nott under stress situations or when separa-
ted from his parents. 
3b 
12. They are no more interested in things than they are in 
people. The.y seem to have poor contact with their environment 
in general. 
13. Often they respond to pleasant sounds of low intensities 
but show no response to sounds of high intensities, even 
though these latter sounds might be expected to stimulate fear. 
CONVERSATION AND VOICE TESTS 
Next to detection by observation, perhaps the conversation 
and voice tests are the simplest tool to be used in arriving 
at an accurate diagnosis. Harbert1 states tba t the hearing 
for conversational voice is considered the nn st important 
single criterion of hearing, and that the need for accurate 
determination of this is therefore apparent. The malingerer 
can often be detected by skillful use of the variety of voice 
tests at the examiner's disposal. Here again, however, it is 
of great importance for the examiner to compare and contrast 
the patient•s behavior and reaction to the spoken voice before 
and after the time that the actual tests are being administered. 
!For example: 
The individual complaining of pronounced bilateral 
deafness may be detected often by calling him from 
the reception room in an ordinary voice. If he re-
sponds readily, but on conducting the voice tests in 
the examining room he can hear at say only one o2 
two feet, obviously he is attempting to deceive. 
I 
II 
II 
1Harbert, op. cit. p. 468 
2Russell, op. cit. p. 202 
3J. 
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The large majority of cases, however, are neither this 
simple nor this obvious. The examiner must be patient and 
understanding at all times, never giving the patient any 
reason to believe that his behavior is inconsistent, suspicious 
or under undue observation. They must be made to believe that 
each test is part of the normal battery given to all persons 
complaining of a hearing loss. The extent of variations that 
can be applied to these voice tests are as great as the ex~ 
inert s own ingenuity and powers of' quick thinking. 
Voice Test: The basic spoken voice test is usually conducted 
by having the patient turn his back on the examiner. In some 
cases he may be instructed to keep his eyes closed, but blind-
folding is seldom found to be necessary. When this step 'is 
required, either because of a failure to cooperate on the part 
of the patient, or because the nature of the test demands it, 
a Rings mask is very convenient and effective. The examiner 
starts calling numbers at forty or more feet with his back to 
the patient. Without advancing he turns around slowly, thus 
giving the patient the impression that he is approaching. If 
there is no response the examiner starts approaching slowly 
while calling the numbers in a monotone with the intensity of 
conversational voice. The patient previously has been instruc-
ted to repeat each word which he hears. Names of states, citie~, 
etc. are interspersed with the numbers and the approach is very I 
1 
slow. 
l:Harbert, op. cit. p. 468 
il 
It may be found that the patient who cupped his hand to 
his ear, put on a strained expression, and insisted on repeti-
tions at two or three feet when conversing previously, now 
answers readily at much greater distances. 
If he fails to do so, the examiner may Var.1 his monotone 
somewhat to give the impression of irritation because 
he obviouslY should hear at this distance. Care should 
be taken that the voice is not raised in this procedure. 
This ruse is mor€ likely to succeed if the examiner's 
attitude previously has heen sympathetic. Often the 
patient who is trying to give a consistent picture will 
answer. Once a response is obtained further fdvance is 
slow until repetition is 90 per cent correct. 
This test may obviously be varied in many ways. For ~ 
ple, at twenty or forty feet the examiner tells the patient in 
a conversational voice that he is to raise his band as soon as 
he hears the examiner 1 s voice and is to repeat the numbers 
called as soon as he hears them. Using the same slow method of 
approach, numbers are called in a eonversational voice. It is 
· often found that the band is not raised until the examiner is 
very close and numbers are not repeated until even later. It i 
obvious from the patient 1 s actions that he heard and understood 
the connnands in the same voice at a much greater distance. 
It is sometimes found in the volitionally deaf that there 
is a tendency to require several repetitions and to avoid re-
peating consecutive numbers. Often there is a pattern to their 
!repetitions such as repeating every second, third, or fourth 
I number. 
lHarbert, op. cit. p. 468-469 
il I 
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When this occurs, the examiner can often obtain a response 
by stepping back and saying a number due to be repeated at 
a much greater dist8fCe than that for which hearing was 
previously admitted. 
Double numbers such as thirty-six may also be used as a 
surprise element in a test. If thirty is said in a conversa-
tional voice and six is spoken very loudly, the patient is 
often surprised into a repetition of both. Harbert2 feels that 
this technique is especially useful when the examinee repeats 
only half of a double number. In this case, the examiner 
requests from a much greater distance that both numbers be 
repeated, frequently eliciting the response tbat both nun:f:>ers 
are not heard, thus showing hearing for the greater distance. 
A long hesitation before answering is often a sign.o£ 
vol.itional deafness. Sometimes if the examiner simpl.y waits 
instead of repeating the word, a response is obtained, or if 
after a pause the patient is asked in a conversational. voice 
to repeat the word, he may answer that ne did not hear it. 
Sudden commands in a normal. voiee may be obeyed or elicit an 
invol.untary partial. response. In voice tests the malingerer 
o:ften repeats words wnieb. have no similarity in sound to those 
spoken by the examiner, but the truly hard of hearing person 
wil.l. respond with words which sound similar to the correct 
response. 
1Harbert, op. cit. p. 469 
2 Ibid. 
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Some voice tests require the help of an assistant. One 
voice test of this sort is empl.oyed when the pa. tient is found 
to answer only when he believes the examiner to be close to 
him. The examiner stands well back and begins the voice test 
while the assistant approaches the patient, shuffling his feet 
and moving chairs to make his presence known. one source1 
:f'eels that the "dummytt should get no closer than five :feet 
l
from the patient during whisper tests and eight feet during 
conversational voice tests. However, Harbert2 reports the 
assistant's duties as such: he approaches the p~tient to as 
close as is necessary, even to the extent of placing his hand 
on the patient's shoulder and exhaling against the pinna syn-
chronously with the examiner's test words. It may become 
necessary for the examiner to remove his shoes, the idea being 
tnat only the dummy's walking should be heard by the patient. 
Russe113 thinks that a good test for simulated bilateral 
deafness is to have the examiner and examinee engage in a 
friendly conversation, and after the conversation is well under 
way, the assistant or assistants, several feet away, comment or 
ask questions. "If the patient responds or begins the response, 1 
. 4 
and suddenly stops, he is unmasked. 
lweber, H. c. nsimulated Deafness", u. s. Nayy Medical Bulletin, 
2 Harbert, op. cit. p. 470 
3Russell, op. cit •. p. 203 
4 Ibid. 
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Some authors have suggested that disparaging remarks may 
be made in the presence o:f the patient but beyond his limit o:f 
admitted hearing, and the patient's reactions noted to detect I 
a change in facial expression or the presence of'· :flushing. Thid 
teclmique has been condemned by Heller1 as being unsound and 
, psychologically unreasonable. 
Growing fatigue and nervousness may be a useful tool f'or 
the examiner during voice tests where malingering is suspected. 
If' the examination is prolonged and the loudness of' the 
numbers is rapidly and constantly varied, as when two or 
more examiners at di:ff'erent distances call numbers or 
ask questions, the malingerer shows increasing signs o:f 
nervousness. He is hearing all o:f the words, knows he is 
suspected, and must constantly be on guard. The more 
prolonged and varied the examination, the more hearing 
does the malingerer admit because o:f slips. The truly 
deafened person does not hear aeything outside o:f his 
admitted range of' hearing and is relaxed or at the most 
bored during the examination period. The fUnctionally 
deaf' f'ind this procedure wearisome; attention wanders, 
and they of'ten show signs of' pathological :fatigue. As 
the e2amination proceeds, the hearing usually becomes 
less. 
Whisper Tests: Whisper tests are performed in the same manner 
as voice tests are. The ear may be occ-luded :for part of' both 
of' these tests. A whisper should be heard f'or a distance of' 
I at least 20 em. and the conversational voice for at least 50 em. 
'With both ears tightly closed by the :finger. 3 With cases o:f 
li1Heller and .Alli!erman, OJ2. cit. 
2Harbert, op. cit. p. 469 
II 
3Grove, William, nsimul.ation of Deafness", 
Rhinology, and Laryngology. Vol. 52. 1953. 
Annals o:f Otology, 
p. 574 
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alleged unilateral deafness the normal ear may be occluded 
with either the finger or an ear plug, so that hearing for con-
versational voice is completely abolished. If' the patient 
denies hearing even shouts near the pinna of his bad ear he 
thereby convicts himself' of' malingering. A variety of' this 
test may be done with the aid of' an assistant who presses 
deeply in front of' the tragus of' the good ear but is careful 
not to obstruct the canal as he does so. The examjner calls 
numbers at various distances and the patient with a non-organic 
loss may deny a11 hearing, even though it is apparent that he 
can hear with the good ear. 
Megoni Test: The Megoni test involves whispers and -was claimed 
by him to be conclusive in ninety-nine, per crent of cases of 
alleged unilateral deafness. It is only useful in dealing with 
J;Btients claiming total deafness in the bad ear. The examiner 
closes the ndeaf" ear tightly with his finger and pronounces 
some words in the barest whisper with his lips almost touching 
the good ear. The good ear is then closed by the finger and 
the same procedure is carried out with the ttdea:ftt ear. While 
this is in progress the finger is suddenly removed f'rom the 
good ear. If' the patient declares he is unable to hear the 
words he is unmasked, f'or even if' there were deafness in one 
ear, he should be able to hear the words with the now unstopped 
good ear.1 Priest feels that this test has one main weakness, 
as do all tests involving ostensible occlusion of the ears. 
1 
IL:_ 
The patient ought to hear something, but he says that 
he does not. His denial is worth just as much as the 
examiner' s statement tba t he should -have been able to 
hear. A conclusive test :for malingering should cause 
the subject to perform an overf act when he hears the 
sound.he pretends not to hear. 
Dolger Test: The Dolger test is performed by blindfolding the 
patient who admits hearing the whisper or conversational voice 
at a certain distance when the mouth o:f the examiner is turned 
away :from him. The principle o:f the test is that the patient 
should be able to hear _the same intensity o:f whisper or voice 
at twice the distance i:f the examiner's mouth is turned toward 
him. In making this test the patient often gets confused 
because he cannot ascertain the approximate distance the exami-
ner is :from him. Priest2 states that the whole principle o:f 
this test ignores the reflection and absorption o:f sound, and 
therefore is not well :founded. 
Nadoleczny Test: The test o:f Nadoleczny requires the aid o:f 
lip reading, or alleged lip reading on the part o:f the patient. 
The examiner practices certain numbers with the patient. While 
the patient is thus engaged, an assistant whispers a number 
into the "dea:f" ear, at the same time that the examiner repeats 
a different number by just moving his lips. I:f the patient is 
really monaurally deaf, he does not hear the whispered number 
but continues to read the examiner's lips. I:f the test does 
lPriest, Robert. "Tests :for Unilateral Dea:fnesstt, Archives o:f I 
Otology, Vol. 42. 1945. p. 142 
2Ibid. 
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not work with the whispered voice, the assistant must use the 
same procedure with a conversational. voice. "In this way one 
can test each ear, not onl.y for its abil.ity to hear, but al.so 
for the rel.ative distance at which the whisper or the voice, 
as the case may be, can be heard. ul. ·However, this procedure 
is time consuming and requires a fair degree of skill on the 
part of the patient. ttFurthermore, the patient can inval.idate 
jthe test by cl.aiming to have l.ip read the number spoken into 
I his ear.n2 
" Lip Reading Test: If the patient alleges to be a l.ip reader, 
which mal.ingerers sometimes do if they have been eaught in an 
apparent inconsistency, his skill. may be demonstrated very 
simpl.y. The patient is asked to l.ip read the examiner who 
1 tal.ks in a conversational voice and the maximum distance at 
which he is able to do so is noted. The test is repeated, but 
I this time the examiner speaks without voice. The true lip 
reader can read this mere lip movement with equal. facility, but 
the simul.ator is unable to do so, and finds that he has not 
only shown his inconsistency but has given the examiner a 
measure of distance at which he can hear.3 
1--
lGrove, op. cit. p. 578 
2Priest, op. cit. p. 142 
'
3Harbert, op. cit. P• 470 
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Vf.hispered and Spoken Story Test: Another test concerned with 
the conversational voice and whispers entails the reading of a 
story to the patient who is blindfolded. The story is made 
up of words in capital letters which are whispered, and words 
in small type which are spoken. The story is read from a .dis-
tance at which the patient hears the spoken voice without 
trouble, as determined by previous tests. The malingerer be-
comes co:n.f'used in being-asked to repeat the story, and either l 
repeats the whispered words or does not repeat the spoken voice 
Sometimes this test so confuses the patients that they will re-
fuse to answer at all for fear of commiting themselves. 
Bartht s Test: Barth's method is used in cases of binauraJ. 
deafness. The subject is asked in writing to sing a song that 
is familiar to him. He sings it once and then is asked to re-
peat it after the opening note is given on a piano. If he now 
sings the song beginning on the note that was struck, he is not 
organically deaf in both ears. The examiner may request that 
the song be sung a third time, this time striking a difierent 
note on the piano. If' he again shows he heard the tone by 
starting the song on the note struck, he shows that he possesse 
a conscious or unconscious capacity for hearing. 
Lombard1 s Test,: Lombard's test sometimes exposes or confirms 
binaural and monaural alleged deafness. There are several 
varieties to this test, but all depend on the principle that a 
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person moniters his voice according to the way it sounds to him. 
If there is interfering noise while he is reading aloud, he will 
unconsciously raise his vori.ce to overcome tne background noise. 
Heller1 states that the masking noise may be compressed air fron: 
the pressure suction apparatus usually found in a nose and 
throat office. In alleged binaural deafness, the air is intro-
duced into both ears through a binaural stethoscope while the 
patient is reading aloud. If hearing is normal or nearly so, 
most people will raise their voice volume in response to the 
masking of their hearing, in order to hear themselves read. 
Non-organically deafened persons may read in a halting fashion, 
may mispronounce words, or may complain of pain or discomfort 
or otherwise demonstrate evidence of distress or anxiety. 
In cases of alleged unilateral deafness, the test may be 
performed in the following manner: 
While the patient reads aloud, masking noise is first 
introduced into the "deaftt ear. If' there is an increase 
in voice volume, we give credence to the thought that 
the ear does hear. Even if the voice doe·s not change, 
we then mask the better ear. If' there is an increase 
in voice volume, we suspect that the udeafened" ear is 
impaired. If' there is no change in voice volume when 
the good ear is masked, we suspect that the allegedly 
deafened ear is pe~itting the patient to monitor his 
own speech volume. 
An easier method for making masking noise is by means of 
, a Barany noise apparatus. Russell states that in .cases of 
I !------
1Heller and Lindenberg, OE• cit. p. 578 
2Ibid, p. 579 
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severe bilateral deafness a modification of the Lombard test is 
usef'ul. nA Barany noise apparatus is sormded in both ears, 
simultaneously while the patient is reading. If the patient 
elevates his voice, he is not sincere.n1 Priest2 states that 
'I 
in performing the Lombard test it is essential that the patient 
be given material that is simple enough for him to read fluentlyi 
in order to establish a rather constant level of speech volume. 
Changes on application of the masked noise are then clearly 
apparent. 
It has been claimed that malingerers can raise and J.ower 
their voices and outwit the examiner by giving correct 
responses. This may be true now and then, but the test 
has been tried on thoroughly csached controls and has 
been found generally reliable. 
Marx Test: The Marx test is simple and extremely useful in 
, tmilateral deafness. After the patient has been infonned that 
I 
his good ear is going to be tested, Barany noise apparatus is 
shown to him and is then turned on. The examiner stands behind 
I jthe patient to prevent lip reading, ana. the noise maker is set 
going in the good ear. He is then asked whether he hears the 
noise. If he answers, he is shown to be a malingerer, because 
the good ear is completely masked. 
llRussell, op. cit. p. 203 
2Priest, op. cit. p. 140 
3Ibid. 
I 
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The Marx test can be performed while the Lombard test is 
being done. While the patient reads with his good ear 
masked, he is asked to stop and read from another part 
of the page. If he unwittingly complies, he is e:x;posed. 
The stream of water used in the caloric test also makes 
an efficient masker. Innocent queries regarding the 
degree o:f dizziness sometimes trap the suspfct into 
speaking although his better ear is masked. 
Tschudi Test: The Tschudi test is sometimes used for detecting 
unilateral deafness. It requires the use o:f :four aural specula 
of uniform size and shape, the small end of each being covered 
with a s.mall piece of rubber tubing to make it :fit snugly into 
the ear canal. Russell1 states that atomizer tips are better 
than speculae because they may be pushed tightly into the ears 
without danger o:f excoriating the external auditory meatus. 
Two o:f them are :filled or plugged wi tb. wax, and two are left 
unplugged. The patient stands with his eyes blindfolded and 
the two unfilled specula are placed in his ears. His hearing 
distance for the whisper and the conversational voice, irre-
spective o:f the individual ears, is then determined while the 
examiner is behind bim. The patient is then instructed to 
repeat during this or any subsequent examinations every word 
he hears. The subsequent examinations are performed :first 
with the closed specula, then with the open ones, and again 
with one closed andone open, until all combinations have been 
used. This procedure makes it impossible for the patient to 
lpriest; op. cit. p. 140 
2 -Russell, op, cit, p, 204 
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determine with which ear he is hearing. Absolute quiet near 
the patient must be maintained and both specula must be removed 
and put in the ear simultaneously, so that he has no clue as 
to what sort of speculum is in either ear. In this way it may 
also be possible to roughly determine the hearing distance of 
the supposedly deaf ear.l Priest feels that the same weakness 
applies to this test that applied to the Megoni test2, because ' 
here again the patient ought to hear something, but says that 
he does not. 
Stethoscope Test: The stethoscope test depends on this same 
principle, but has been found to be uneffective. Grove says, 
"This test is mentioned here only to condemn it"3 and Priest 
says tbat it bas proved entirely valueless. The test is per-
formed using a regular physican 1 s stethoscope. This is in-
serted into the blindfolded patient 1 s ears, and the examiner 
whispers into the bell of the stethoscope. One of the ears 
is excluded from hearing by either pinching off the tube which 
goes to that ear or by occluding the ear peice with wax. First 
the normal ear is occluded, and the deaf ear is tested. Then 
the stethoscope is removed.and the deaf ear is tested. Then 
the stethoscope is removed and the deaf ear is tested with the 
voice. If the patient heard th~oice spoken into the 
llGrove, op. cit. p. 576-577 
2see page 37 and 3~ 
3Grove, op. cit. p. 577 
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stethoscope and failed to hear it in the deaf ear without the 
stethoscope, he is probably malingering. However, although the 
principle sounds logical, it fails to work in the large majorltj 
of cases. 
The apparatus is not nsourid tight'' and sounds entering 
the stethoscope bell are heard through air outside the 
tubing. Accurate localization of sound seems impossible, 
perhaps owing to the Ionduction of sound by metal from 
one ear to the other. 
Callahan's Test: Callahan's test ·is performed with a stetho-
scope with two tubes of unequal length. The earpiece connected 
with the shorter tube is placed in the deaf ear, and the ear-
l piece connected with the longer tube is placed in the good ear. 
If hear~ is good in the supposedly affected ear, the sounds 
in t'he opposite ear will be masked,. and the subject will nave 
the impression of hearing the examiner's voice in the deaf ear. 
Ad he is alleging deafness, he states that he does not hear the 
voice, not realizing that if he were truly deaf the sound would 
travel to the good ear. 2 
.. 
HUmmel Test: The Hummel test is used to detect unilateral 
deafness. 
The test requires for its performance two rubber tubes, 
each about six feet long, equipped with an olive piece, 
at one end and a bell receiver at the other, and two 
examiners who can whisper at about the same intensity. 3 
lPriest, op. cit. p. 141 
1 2Russe11, op. cit. p. 205 
3Grove, op. cit. p. 578 
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j Pr~est suggests the use of a glass -funnel for a mouth piece at 
the end of each tube. one tube is first connected to the 
patient's good ear, and a short sentence is whispered into the 
tube which is repeated by the patient. The same procedure is 
carried out with the tube in the "badn ear. The patient does 
not repeat the sentence. A truly deaf person does not hear, 
.. 
and maJ.ingerer denies that he is hearing. Then one tube is 
connected to each ear, while one examiner whispers a short 
sentence into one tube and his assistant whispers a di:f":ferent 
short sentence into the other tube. I:f the patient is really 
able to hear a whisper with his ttbad11 ear, he becomes confused 
and is unable to repeat either sentence. Priest1 states that 
this test is o:ften satisfactory, but that a skillfUl listener 
is able to concentrate on only one ear. He :feels that i:f the 
test is to be employed, several precautions should be observed. , 
The voice speaking into the "badn ear should be louder and I 
should begin be:fore and end a:fter the voiee speaking into the 
good ear. He suggests that two speakers have written lll9.terial 
to read, and rehearse prior to the test, using a person familia 
with the test as their subject. 
~------
1Priest, op. cit. p. 141 
!I 
il 
WATCH TICK AND com CLICK TESTS 
Becker's Stethoscope Test: One of Beck~'s tests for unilater 
deafness is also performed with a stethoscope having tubes of 
unequal length. The theory of' the test is tba t the sound of' a 
watch will be lateralized to the ear connected to the shorter 
tube, and the ear connected to the longer tube will be masked 
completely.. The patient has the impression that the sound is 
monaural, whereas it is actually binaural. Compressing the 
longer tube will produce a decided change in the sound because 
binaural hearing is then converted to monaural hearing. The 
shorter tube is connected to the good ear, and the longer tube 
is connected to the bad ear. A loud ticking watch is placed 
at the bell -of the stethoscope, and then the tube to the affec-
ted ear is compressed. If this produces a change in the sound 
in the good ear, the presence of binaural he.aring is establishe .1 
Priest feels that this and the Callahan tests are as in-
effective as the regular stethoscope tests. 
A stethoscope having unequal lengths of' tubing leading 
from the ear pieces to the bell is sometimes employed., 
Localization of sound is supposed to depend on the · 
damping effect of the longer tube. This tes~ has all 
the :faults of the ordinary stethoscope .test. 
Erhard's Test: Erhard 1 s test f"or unilateral deafness is per-
formed by placing the patient in the middle of a large room. 
1Russell, op. cit. p. 205 
2Priest, op. cit. p. 141 
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The ear supposed to be deaf' is plugged, and a watch or a metro-
nome is brought gradually toward the normal ear. The patient 
is asked to count the beats. The normal ear is then c1os ed 
and the test is repeated. Normally a loud ticking watch can 
'be heard at a distance of' three or four feet, so if the person 
claims he is unable to hear it at two or three feet With the 
normal ear closed, he is attempting to decieve.1 Here again, 
however, the tests depend on ostensible occlusion of' the ear, 
and it is the examiner's word against the patient 's if' the 
1 
patient claims not to hear it. Priest classifies this test 
along with the Tschudi, the stethoscope, and the Megoni test, 
which all have this one :main weakness. 
Coin Click Test: The coin click test is performed by testing 
the distance at which the patient admits hearing coin clicks 
with the eyes open. The patient is then blindfolded. 
If' the patient hears the click at say ten feet with the 
eyes open, examiners are stationed at ten, twenty-five, 
and forty feet. The patient is instructed to count the 
clicks and all the examiners are to click thefr coins 
as ma:ny times as the first examiner. If' the patient 
hears twice or three times as many clicks as the :first 
examiner made, he is unmasked. If' the patient counts 
only the first examiner's clicks, the second or2third examiner is signalled to click his aoins alone. 
This may elicit a response from the patient even if' he denied 
hearing the assistants' clicks previously. 
~ussell, op. cit. p. 205 
2 
1 Russell, op. cit. p. 207 
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Becker's Watch and Tube Test: Becker bas devised a test for und 
lateral deafness which employs a single tube and a watch. 
The principle underlying this test depends on the follow-
ing facts: when a person has normal hearing, if the ear 
lips o:f a tube are inserted rather snugly in the ears, so 
as to exclude foreign sounds, and a watch is pressed a-
gainst the tube at a point equidistant :from the ears, he 
will hear the ticking equally loud in both ears. He hears 
the sound binaurally and eannot lateralize it. As the 
watch is moved away from the middle o:f the tube, receding 
:from one ear and approaching the other, he will, i:f the 
watch is moved only a little distance at a t~e, observe 
a change in the position or the sound. The sound will 
become~rather pronounced in the ear toward which the 
watch is moved; in other words, it will tend to become 
lateralized. After a certain point up the tube is reached 
the sound will be definitely lateralized in the ear 
nearer the watch. Hearing at this time is distinctly 
monaural. The intensity of the sound in one ear wil.l 
completely mask the sound in the other. The distance 
one must move the watCh up the tube to obtain this result 
depends on the acuteness of the subject's hearing •••• I 
now assume that the patient is actually deaf or feigns 
deafness in the right ear. As the watch is placed nearer 
to the right ear of a patient who is deaf in that ear, it 
will not make any difference. The sound will be carried 
by the tube to the left eari and on being questioned con-
cerning it, the patient wil promptly state that he hears 
the watch tick in the left ear. In the malingerer, how-
ever, the placing of the watch nearer the right ~ar.ex­
cludes the sound from the left, so that on quest~on~ng 
he is at a loss what answer to make. He, of' course, 
hears the sound in the right ear, and to questions put 
to him he may give one of two answers, aside from the 
fact tb.at the examiner will observe his hesitancy and un-
certainty of manner. He will deny outright that he hears 
anything, in which event he will be exposed, :for if his 1 
right ear is really deaf he would perceive the sound in I 
tne left ear. If he is a clever, practiced malingerer, ~ 
he will state that he hears a sound in the le:f't ear, in 
which ,event the examiner pinches the tube so as to obliter-
ate completely its lumen, thereby excluding the possibilit 
o:f any sound reaching the left ear through the tub e. If 11 
he still maintains that hf hears the sound in the left , 
1 ear, he is again exposed. I 
,' - I 
·llBecker, B. M. »A Simple Method :f'or Exposing Malingering in 
Fl Uni~ateral Deafness." Archives. of Otolaryngology. Vol. 9, ====rl,-- . ·-· ~. ~· 44044J II 
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Becker states that a screw clamp ma:y be used to compress the I 
1 tube and that the test may be ;made with any ticking instrument, I 
j varying the length of the tube ace:ording to the :Loudness of the 
I instrument. In performing Becker 1 s test a piece of four foot 
I tubing is used with olive tipped ear pieces. The normal ear 
is tested f"irst by placing one end of' the tube in that ear and 
pressing the other end about two inches from the olive tip with 
I the watch. If' he states that he hears it distinctly, the 
examiner procedes with the test, inserting both tips and drop-
ping the tube in back of the patient's head.. The examiner 
stands in back of' the patient and procedes to move the watch 
up and down the tube, pinching the tube at various times to 
confuse the patient regarding the exact ear in which the sound 
is supposed to be heard. Priest remarks about this_ test stating, 
It would be completely satisfactory if' it did not utilize 
the high-pitched tones of a watch tick. Since many per-
sons lose perception of h~h frequencies early, the test 
is not always applicable. 
TUNING FORK TESTS 
There are several useful tests for the detection of :ma.1in-
gering that employ the use of' tuning forks. Some of them rely 
I on a principle described by Wells and used in a test he devised. 
I In justifying the reason for his test he states; 
__j lPriest, 
l 
' !I t! 
,.;;o_.p~·--c-i ..... t. p. 140 
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For the unmasking of simulated unilateral deafness, a 
number of tests have been devised, but they are for the 
most part too tedious and too complicated for practical 
use. We find generally described in the textbooks and 
relied on for those engaged in this kind o:f work only 
the stethoscope test, Chj~ani test, Ehrhardt test, and 
voice raising test. Each bas a eertain value, especi-
ally when it turns out positively; but in case of nega-
tive results we are left in doubt. There is not one of' 
them that can be relied on if it bapp.ens tbat the sub-ject has previously informed himself of the principles 
on which it rests. 
I think, therefore, that there attaches to the test 
which I shall ·describe a pecu1iar value in that it is 
not invalidated by a previous knowlfdge, no matter how 
accurate, of its manner of working. · 
Wells Test: The principle of Well t s is that when two ears are 
simu1taneously exposed to sound of identical pitch and quality, 
but of' dif':ferent intensity, the sound is invariably referred 
to the side of the greater intensity. The test is performed 
with a piece of rubber tubing, one fourth of an inch in dia-
meter, thirty inches in length, and o:f sufficient firmness to 
conduct sound well. Into one end o:f the tu·be the stem of a 
tuning :fork is inserted tightly, and. on the other end an ear 
piece is inserted which fits firmly into the external auditory 
meatus. The :fork in the rubber tube is vibrated and the other 
end of the tube is inserted into the "deaf" ear. Another :fork 
I of' exactly the same pitch. is vibrated, and brought toward the 
I good ear to a point at which the patient has previously heard !, __ _ 
ll 
lwells, w. A. "New and Simple Method of Detecting Feigned 
Unilateral Deafness", Journal of' the American Medical 
Association. Vol. 81. JuJ.y, 1923. p. 199 
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the fork distinctly. The really deaf person will state that he 
hears the f'ork as soon as it comes within range of' hearing of 
the good ear, but the ma1ingerer will not admit hearing the 
:fork at all. 
Wells believes the reason tbat a knowledge of the test 
does not nullify its effectiveness is that even though the 
malingerer understands the principle and may realize that the 
examiner is about to test the good ear while pretending to 
test the deaf' one, it is imp0~sible for him to know precisely 
at what stage this is being done. If he guesses too soon, he 
is convicted of' hearing in his allegedly deaf' ear; if' not soon 
enough, he is convicted of' failure to hear in his admittedly 
good ear. 
Stenger Test: The Stenger test and all its modifications are 
based on this principle of lateral.ization of the louder sound. 
The basic Stenger tuning fork test involves the use of' two 
identical tuning :forks. The distance at which the good ear of 
the patient is able to hear the :fork is obtained, and then the 
patient is blindfolded. Both forks are then excited simul-
taneously. One :fork is brought close to the alleged deaf' ear, 
and if' this ear hears well, the good ear is then unable to 
I hear the fork at the distance it previously did. If' the 
1 p:ttient previously heard the fork at ten inches in his good 
i ear, and then one fork is placed three inches from his "deaf" 
ear and the ~ther ten inches :from his good ear, he claims he 
! 
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is unable to hear it. The :fork by the dea:f ear may be moved 
back to twelve inches, and the patient now says he hears the 
fork in his good ear. In contrast, the patient with signifi-
cant monaural deafness will signal that he hears the :fork at 
all times in his good ear. 
;§loch-Stenger Test; The classic Bloch-Stenger test is per-
formed with a rubber tube with a tuning fork inserted in one 
end. The :fork is excited and placed about three inches lat-
eral to one ear, while the other end o:f' the tube is placed in 
the opposite ear. The patient is unable to hear the :fork in 
the ear that is closer, as long as the tube conducts the sound 
to the opposite ear. When the tube is removed from the ear, 
the :fork is immediately heard ana[ts position correctly esti-
mated. In cases o:f'. suspected unilateral malingering, the tube 
is placed in the nbadn ear. 
Wells-Stenger Test: The Bloch-Stenger has .been modified by 
Wells and the new test is called the Wells-Stenger test. The 
stem o:f' a tuning fork is connected to a rubber tube about 
thirty inches long and about one-fourth o:f' an inch in diameter. 
An ear tip is inserted into the open end o:f' the tube. The 
fork is struck, and the patient is told that his good ear is 
going to be tested. The distance at which the fork is heard 
is recorded. The rubber tube is then connected to the udea:f'" 
ear, and the patient is asked if he hears the sound when the 
II 
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fork is struck outside the range of the good ear. If he is 
deaf or malingering, he denies hearing the tone. The fork is 
then moved into hearing range of the better ear. If the poorer 
ear is tota.lJ.y deaf, or nearly so, the hearing distance o:f the 
better ear will be about the same as previously determined. If 
the patient is malingering, he will hear the f'ork immediately 
in his deaf' ear, but must wait till it is close enough to be 
perceived in his good ear before he can admit hearing it. 
Again the distance is recorded. The test is then repeated to 
make sure of the results.1 
Another group of tuning fork tests has been devised to 
determine whether the patient has an intact nerve in eases 
where he is feigning total unilateral deafness. Weber's test 
of lateralization is used first, in which a tuning fork is 
placed in the middle of the forehead. In a eonductively deaf-
ened person.;· the sound will lateralize to the eonduetively 
bad ear, and in nerve deafness, the sound will lateralize to 
the eonduetively bad ear, and in nerve deafness, the sound 
will lateralize to the eonduetively good ear. 
Chimani-Moos Test: The Chimani~Moos test is based on this 
principal of lateralization. A fork suitable for testing bone 
conduction is held alternatingly at an equal distance from eae 
lpriest, op. cit. p. 140 
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ear, and the patient is asked in which ear he hears the f'ork 
more distinctly. He will indicate the good ear. The f'ork is 
now placed on the midd.J.e of' the skull and the patient is again 
asked in which ear he hears the sound. The malingerer will 
state that he hears it in the good ear, while the individual. 
with deafness due to middle ear infection will state that he 
I hears the sound in the deafened ear. The patient is now to1d 
J to plug tbe good ear with his :finger. The malingerer will 
I probably say he no J.onger hears the sound or that he hears it 
f'aintJ.y. RusseJ.J. remarks about this test stating; 
In my opinion, this is one of' the tests of' the J.east 
value 2 and in the majority o:f cases in which it is posit~ve, it will demonstrate only the unreliability 
of' the Weber test in the particular case under con-
sideration; however, if' backed by other evidence of 
malingering it :forms a link in the chain of' evidence. 
I say that the test is not conclusive because I have 
seen many cases of undoubted deafness giye responses 
of malingering to the Cbimani-Moos test. 
Bunch agrees with this, stating, 
The examiner who makes a diagnos:i.s o:f malingering on 
the basis o:f some atypical. response to the Weber 
test may fin~ himself' in a position very dif'fico.l.t 
to maintain, 
Becker•s Air and Bone Conduction Test: Becker has devised a 
test of bone conduction that employs masking. It is used in 
cases in which the patient states that he is deaf in the right 
1Russell, op. cit, P• 209 
2Bunch, C, c. Clinical Audiometry, c. V. Mosby Co. St. Louis, 
1943, P• 18, 
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ear, for example. The Weber test lateralizes to the left ear, 
and a fork placed on the right mastoid is refered to the left. 
Becker than makes use of his test to ascertain if the patient 
is truly deaf' in the right ear. He states, 
When a current of ai.r is directed steadily and force-
fully against the tympanic membrane, no extraneous 
sound can reach the cochlea of that ear, either 
through air or bone conduction. The ear is tempor-
arily rendered deaf to all Sfund save that which is 
produced by the air current. 
To perform this test, one free end of a sof't rubber tub'e is 
put close to the ear canal of the patient, and the other :f'ree 
end is either placed between the lips of' the examiner, the 
patient or an assistant. By forced expiration, a steady 
current of air is directed qgainst the drum of the patient's 
.. 
ear. The patient is asked to signify by raising his hand and 
pointing to the correct ear whenever he hears the sound. A 
tuning f'ork of 256 or 128 double vibrations is set on the 
vertex or on either mastoid antrum, and the patient is asked 
the usual questions. If' he is malingering or truly deaf in 
the right ear, he will localize the tuning :fork to the le:ft 
ear. Now the tube is placed in his right ear, and the current 
I of' air is directed qgainst bis right drum, while the tuning 
:fork is placed against his right mastoid. The true sufferer 
from perceptive deaf'ness will indicate that he hears the sound 
but cannot determine on what side or in some eases he will 
lBecker, B. M. ffEx:posure of Simulated Deafness by Bone Con-
duction Tests, Laryngoscope, Vol. 4J., Sept. 1931. P• 654. 
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localize it to the lef't. The malingerer, a1 though now on a par 
with the true suf'f'erer, will either ref'er the sound to the lett 
or deny hearing any sound, f'or f'ear of' being exposed. Not know-
ing that the fork on the right mastoid can be perceived in the 
opposite labyrinth he may regard an admission of' hearing as an 
admission of' guilt. With the tube still in the right ear, the 
fork is transferred to the left mastoid. Now the sound will be 
referred to the left ear. The tube is now placed in the lef't 
or good ear, and the same procedure is carried out. When the 
fork is now placed over either mastoid, the true suf'fere1- will 
say that he fails to hear it, f'or thereason that the right 
cochlea is functionless because of lesion, and the left is 
temporarily made functionless by the air cun-ent. The malin-
gerer, on the other hand, will refer the sound when placed on 
either mastoid to the left ear e He hears the sound and he does 
not know that his lef't ear has been made deaf', so he returns a 
positive reply. This will definitely show that he has hearing 
in his admittedly deaf' ear.1 
Teal's Test: . When a patient denies air conduction but admits 
bone conduction in the affected ear, Teal1 s test may be used. 
The patient is blindfolded, and an inactive fork is placed 
against the mastoid process of' the ttdeaf'n ear just as a 
l.Becker, "Exposure of' Simulated Deafness by Bone Conductionn, 
op. cit. pp. 653-655 
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vibrating fork is brought near the same ear., The subject may 
conclude that the fork on the mastoid bone is '17ibrating and 
state that he hears. He thereby involuntarily indicates that 
he can hear by air conduction with his so-call.ed deaf ear. 
Busse111 states that he has not found this test very sa.tisfac-
tory, as most persons are able to distinguish between bone and 
air conduction. 
~ber•s Timed Vibration Test: Another tuning fork test used 
by Weber is performed as fol.l.ows: a tuning fork is pinched, 
II 
and then, after waiting twenty seconds, another fork is struck 
so that it clicks noticeably. The fork that has been vibrating I 
for several seconds is then placed next to the patient's ear, 
and the other fork is discarded. The same pro cedu.re is then 
repeated by bone conduction, and the length of time the fork 
is heard each time is recorded., Then the procedure is repeatedi, 
but this time the patient is allowed to hear the fork from the 
time it first starts vibrating. The length of time the patient 
hears by both air and bone conduction is again recorded. I:f' 
the patieuyhears the fork in both instances for the same length , 
o:f time, it may be concluded that he is malingering. 
TESTS OF INVOLUNTARY RESPONSE 
Watzil.ka Lid Movement Reflex Test: The Watzilka Lid Movement 
Reflex test is also performed with the use of tuning forks. The 
lRussell, op. cit. p. 207 I 
IL 
l patient is instructed to look upward and the examiner stands I to one side and slightly behind the patient. A high frequency 
tuning fork is struck close to the udeaf" ear, because the 
higher the tone the easier it is to obtain a reflex. If the 
tone is heard, there is supposealo be a rather sharp movement 
o:f the lid o:f the corresponding eye. 
This test was tried on medical corpsmen and officers 
whose hearing was normal. One ear was masked. The 
response was diff'icul t to see and to distinguish from 
ordinary winking. A variation of' this procedure is 
to place biconvex lenses before the patient's eyes1and observe dilation of the pupil when sound is heard. 
This theory of involuntary response has been used in a 
, variety o:f ways to aid in the detection of malingering. It is 
1
1 
said that persons with bilateral. dea.f'ness usually respond to 
~~ ~ctile impressions so that on dropping a tin basin or similar 
object behind a really dea:f person, he will look around, where-
as a schooled malingerer will take no notice. The Cochlea.: J 
1 Papebral Test o:f Gault is very useful in this connection. Grove 
1
. 
states that it can be used :for either unilateral or bilateral 
I 
1 
malingering, and depends upon the :fact that a sudden une:x;pected 1
1 noise near. either ear produces a slight winking movement or con~ 
I traction of the eyelids in the corresponding eye if the sound 
I is heard. 
j Caloric Test: If the examiner believes that he is confronted 
1
1 
I with a case of total binaural or monaural deafness, the patient'~rs 
/
11Priest, 012- cit, p. 142 II 
2Grove, op. cit. p. 573 I 
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vestibular function should be investigated •. This is done by 
means of the caloric test. 
An ordinary irrigating can fitted with rubber tubing 
and a blunt eye dropper is used. The temperature of 
the water is reduced to 65°F. The irrigating can 
should be raised to about one foot above the patient 1 s 
ear. The water is then permitted to run in and out o:f 
the canal t-o cool the endolymph in the semicircular 
canals.·· Irrigation is continued five or ten seconds 
after nystagmus begins. The nystagmus will be to the 
left if the right ear is irrigated, and vice-versa. 
The nystagmus proves that the patient • s inner ear is 
alive1and that there cannot be complete nerve deaf-ness. 
lj 
Russell warns that examiners must not assume the presence or 
absence of deafness if normal vestibular responses are obtained 
In conduction types of deafness one expects to find normal 
vestibular reactions, and in nerve deafness the cochlea divisio~ 
of the eighth nerve is frequently affected without any involve-
ment of the vestibular division. "On the other hand, if' vesti-1 
I 
bular reactions are absent or markedly depressed, much credence! 
, I 
is to be placed in the patient's statement that he is deaf.n2 
As was stated in the discussion of' the Marx test, 3 the caloric 
test may also be used as a masking noise, and questions may be 
asked of the patient while the good ear is being irrigated to 
see if any response is given. 
PURE TONE AND SPEECH AUDIOMETRY 
The invention of the pure tone audiometer made it possible 
to conduct many tests by means of this new method, that had 
IWeber, QQ• cit. p. 211 
2Russell, op. cit. p, 209 
3~o~::. nAP'P~ 4Q a.nn 4~ 
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' previously been done with tuning forks. "The modern precision 
audiometer offers the most reliable proof of' whether deafness 
is real or simu1ated."1 Harbert states, 11The auOiogram when 
properly and carefully done is of great value in diagnosing 
volitional deafness.n2 
Inconsistepcy Tests: With audiometer tests, as with other 
tests of malingering, one of the examiner's biggest clues is 
inconsistencies. Heller3 states that often when preliminary 
observations have suggested that the hearing loss cannot be 
severe, the air conduction audiogram may demonstrate a most 
profound loss. There may be marked discrepancies between the 
audiograms of' the two ears; the presumed worse ear may be 
better audiometrically than thePresumed better ear. The audio-
metr.i:c curves may be bizarre and the bone conduction thresholds 
• 
may demonstrate unusual patterns. There may be marked varia-
tions in hearing the same :f'requency, depending on whether the 
examiner approaches from below threshold, or whether he reduces 
the intensity from near the upper limit o:f' hearing. The normal 
variation is usually five to ten decibels at the most, ~d any 
greater discrepancies should arouse suspicion. Audiograms done 
on different days should also be within five or ten decibels 
o:f' each other, if the person has a true organic deafness. 
lwatson and Tolan, op. cit. p. 172 
2Rarbert, op. cit. p. 723 
3Heller and Lindenberg, op. cit. p. 577 
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Although it has generally been believed that a malin-
gerer cannot successfully duplicate with any degree 
of correlation a simulated threshold, experience has 
shown that intelligent persons can come reasonably 
close to a simulated threshold again and again and 
improve with practice. Wide variations in threshold 
are a strong indication on repeated tests of malinger-
ing, but fairly consistent thresholds on repeated 
tests are no1 guarantee that an individual is not malingering. 
If malingering is suspected, the examiner may skip around, 
first testing a high note and then a very low tone, so that a 
person is less able to simulate a graph typical of any type of 
deafness. An audiogram can often be obtained from functionally 
deaf.persons by-assuring them that it is realized that they 
cannot hear, but they are requested to signal whenever they 
feel the vibrations. 2 
Shadow-Curve Test: Denial of all hearing in the alleged bad 
ear with the audiometer set at 100 decibels for all frequencies 
is a sign of malingering if hearing for the good ear is normal. 
Some sort of shadow curve should be obtained unless the good 
ear is masked. npatients claiming total. unilateral deaf:ness 
must give a shadow curve when the ear claimed to be deaf is 
tested."3 When sounds reach the intensity of from 40 to 60 
decibels in the bad ear, they should travel through the skull 
and be heard in the good ear, giving a curve in the bad ear 
lwatson, L. A., A Manual for Advanced Audiometry. The 1\/Iaico 
Co. Inc. Minneapolis, 1929. p. 20 
2Harbert, op. cit. p. 723 
3Bunch, op. cit. P• 56 
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that is roughly parallel to the good ear, but 40 to 60 decibels 
below it. In testing for the presence or absence of a shadow 
curve the patient shoulabe instructed to respond whenever he 
hears a sound, regardless of wbich ear it is in. 
~eguency Change Test: If a continuous frequency audiometer 
is used, a person claiming a profound loss may be tricked into 
responding to sounds of lower intensities. The attenuator is 
set at about 50 decibels for 1000 cycles, and then without 
al taring the attenuator the :frequency dial is rotated to 4000 
cycles. If the patient signals that he hears the tone at the 
higher frequency, but then fails to respond to the same sound 
again after an interruption, there is evidence that he heard 
at an intensity which he now denies. In this case, he bas 
mistaken the change of frequency for a change in intensity. 
The procedure may then be repeated at lower intensities.1 
Contour Pattern: It has been found that persons feigning 
partial deafness usually present a moderately flat or rising 
contour pattern in their audiograms. 2 This tends to point up 
the fact that people have a rather uniform loudness level £or 
all the frequencies. In some cases the audiogram may be saucer 
shaped, This pattern is true of psychogenies as well as 
malingerers. 
1Heller, op, cit. p. 577 
2noyle, op. cit. 
II 
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Observation of Beh§LVior: Not only the person's audiogram pat-
terns but also their behavior during the testing is often signi· 
ficant. The patient may be asked to respond with the word ttyes 
whenever he hears a tone, and his reactions can be observed. 
The normally hearing person and the person with a moderate loss 
will usually react with a change in voice volume to sudden wide 
fluctuations of intensity of the stimu~us from the audiometer. 
If' a patient alleging profound deafness responds with 
a loud nyes" to a tone of' relatively great intensity 
and immediately with a soft "yesn to the same tone of' 
much less intensity, the ph;'r-$ician should infer that 
at some psychological level the patient has reacted 
to the changes of' the intensities which he has heard 
and recognized as being of different levels ofloudness. 
If' a patient is observed during the testing through a 
one-way-vision window, not realizing that he is being 
watched, he may reveal by his facial and body reactions 
that he is restraining himself from re~onding or that 
he is in an anxiety-producing situation. If the patient 
uses the hand signal to indicate when he hears the tone, 
he may make small quivering movements of the fingers or 
hand, as though he is restraining himself from signaling 
while being aware of the tone. Many hard of' hearing 
patients and normal subjects· will demonstrate this land 
of' hesitating hand motion at threshold. The rate of eye-
blinking and the expiration rate may change, indicating 
that the patient is aware of the stimu±us, although he 
states that he does not hear the tone. 
Lombard's Test: The Lombard's test ma;y be performed on the 
1 audiometer. For cases of bilateral total deafness or severe 
deafness where malingering is suspe~ted, as well as with cases 
of unilateral deafness, this test has proved effective. Howeve , 
for a satisfactory performance, an audiometer having an effecti e 
lHeller and Lindenberg, op. cit. p. 578 L 
and wide-range masking tone is necessary which will completely 
blanket all speech elements. To per:f'orm this test, air con-
duction receivers are placed over the ears o:f' the subject and 
the audiometer switches are arranged so that a masking tone 
will be able to be delivered simultaneously at the same inten-
' sity in both ears. Then the subject is given some simple 
material to read aloud as if his speech quality was being 
tested. Wbile he reads, the examiner slowly but steadily 
turns the masking tone up :f'rom inaudible towards 20, 40 and 
60 decibels. The subject's voice quality is noted as the inten-
sity o:f' the masking tone is increased. I£ he begins to raise 
his voice, the point where the voice change first became ap-
parent is noted, but the making tone is still increased. ttMost 
normal hearing persons and all but extremely deafened hard of. 
hearing persons will be shouting be:f'ore the intensity o:f' the 
1 masking tone reaches 100 decibels or maximum. u
1 At this point 
i the examiner begins to reduce the masking tone again, and notes 
the lowering o:f' the subject's voice which accompanies there-
duction in the intensity of the masking tone. Generally the 
I person • s threshold :f'or the masking tone will be :fotmd at a 
I
, point 15 or 25 decibels below the :first shift in his voice 
loudness. A shift in a person's speaking voice accompanying 
increased intensity o:f' a masking tone is positive evidence of 
residual hearing. 
lwatson, op. cit. p. 20-21. 
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This test may be perfor.med to detect unilateral deafness 
by putting the sound only in the alleged better ear, leaving 
the ndeaf11 ear exposed. It is assumed that the patient with 
true unilateral deafness will raise his voice accordingly as 
the masking tone is increased. If he :fails to do so, his bad 
ear is not as bad as he alleges, because he is apparently 
using this ear to monitor his voice and keep it at the same 
level. Taylor1 did an experimental study to determine the 
effectiveness of audiometer tests in detecting unilateral 
malingering. 
This study was designed to assess the effectiveness of 
certain common principles on which many tests of malin-
gering have been based, and to determine whether re-
sults of tests could be expressed in objective terms 
that would describe the qualitative an~ quantitative 
aspects of an alleged unilateral loss. 
In conducting this study, the Becker Bone Conduction test, the 
Lombard test, the Stenger Speech, and the Stenger Pure Tone 
were used on forty-five subjects. Thirty-two were volunteers 
and thirteen were bard of hearing. They \'Vere all instructed 
to deny all hearing in one ear, and to admit hearing in the 
opposite ear. The tests were also done on twelve additional 
subjects who were thoroughly instructed i~ methods of invaliw 
dating the tests. 
It was found that all the tests were generally useful in 
detecting malingering, but that no test was completely I 
l:Taylor, Glenn, nAn Experimental Study of Tests for the De.- I 
tection of Auditory 1\IIalingeringn, Journal of Speech and Hearing 
Disorders. Vol. 14, No. 2, June, 1949. p. ll9-130 
2Ibid. p. ll9 
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appropriate for all individuals, The Lombard test was the a~ 
one that was completely invaJ.idated by any subject, and the I 
only one that could not be used to measure the nature and ex-
tent of the alleged loss. 
Stenger Pure Tone Test: In performing Stenger-type tests, the 
audiometer may be used as a source of sound instead of tuning 
forks. The air conduction headphones are placed on the patient 
and then one frequency su·ch as 500, 1.000, or 2000 cycles is 
selected to be tested. A threshold is then established for 
that frequency on the admittedly good ear. The' hearing loss 
control for that ear i~ then turned up to 30 or 40 decibels a-
bove the admitted threshold for the better ear, and the other 
hearing loss control is turned from inaudibility to a level 
20 or 25 decibels higher on the supposedly deafened ear tban 
the level for the same tone on the admittedly good ear. 
Your malingering subject is asked to infor.m you by 
signal when he hears the tone ana when he loses it. 
If he indicates that he still hears the tone with the 
intensity on the deaf ear 20 or 30 db. louder than 
on the good ear, slowly turn the hearing loss control 
governing intensity on the good ear down to complete 
inaudibility. If your subject indicates that he still 
hears the tone, you know that he must be hearing it on 
his .supposedly deaf ear. You can easily demonstrate 
by removing this phone that there is actually no sound 
on the good ear - only on the deaf ear. 
Before thus exposing your malingerer, however2 it is well to try still lower values for the intens~ty on 
the admittedly good ear - such as 20 db. on the good 
ear and 40 db. on the deaf ear. This will give you 
an indication of a case where a moderate loss of 30 
or 40 db. is being misrepresented as a severe loss of 
60, 70 db. or more. An individual who really has a 
I 
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hearing loss greater than the intensity with which you 
deliver the tone to the deaf ear will instantly detect 
the withdrawal of the same tone from the admittedly 
good ear, though at a much lower intensity level. 
When a malingere~ states that he doesn't hear the tone 
any longer in the presence of a louder identical tone 
on his deaf ear, simply return the tone on the admit-
tedly good ear to the level where he originally admit-
ted hearing it when no tone was delivered· to the other 
ear. He cannot detect its re-entry. If he continues 
to state that he doesn't hear a tone, it can be demon-
strated to him that the tone is there on his admi ttedlyl 
good ear where he previously stated he heard it easily. 
In performing this test it is necessary to use an audiometer 
having twin channels capable of delivering an identical fre-
quency to matched receivers. Two audiometers may also be used. 
Priest, who prefers to perform this test with tuning forks, 
states, "The audiometer may be used as a source of sound, but 
is more complex than necessary,n2 
There is another fault to the pure tone Stenger test. A 
certain percentage of normal and nearly nor.mal ears as well as 
many moderately hard of hearing ears have a pitch discrepancy 
or diplacusis between the two ears. Such individuals can 
nearly always easily detect the entry or removal of the same 
tone at lower levels on the good ear by means of a slight dif-
ference beat note heard subjectively, "For this reason, the 
Modified Stenger, in which speech is used through the microphon, 
I 
lWatson, op, cit. p. 21-22. 
2Priest, op. cit, p. 140 
6B 
speech circuit instead o:f pure tone should always be employed 
along with the Stenger by pure tone.n1 
Modified Stenger; In the Modified Stenger the test procedure 
is the same except that the microphone switch will be turned 
on so that speech will be going through the r.eceivers rather 
than pure tones. Conversation or Spondee lists may be used 
for testing. The examiner :first determines the speech recep-
tion threshold :for the good ear. Speech is then delivered to 
the good ear 15 decibels higher than the speech reception 
threshold. The hearing loss control is then turned up on the . 
bad ear to a level 20 to 25 decibels higher than the good ear. 
The attenuator governing the good ear is then turned down to 
inaudibility. As in the other Stenger tests, the patient is 
asked to report the presence or absence o:f speech in his good 
ear. 
Watson2 cautions that the examiner must be sure that his 
voice is m t able to be heard directly around the head £rom 
the speaker 1 s mouth, instead o:f coming entirely :from the ear 
phones. This may enable the person with one normal ear to 
hear the speech, even though the at t~nuator for that ear is 
turned to inaudible and the subject has a receiver cap over 
the good ear. To eliminate this problem the examiner may run 
lwatson, op. cit. p. 22 
2~. Po 23 
II 
I 
I 
the microphone cord through a door into an adjoining room, or 
he may choose to use a phonographic input rather than a micro-
phone. 
1 
Eg,wler t s Loudness Balance Curve: Fowler • s Loudness Balance 
Curve which is usually used to test recruitment, may be used 
as a test of functional deafness. Malingerers usually fail to 
show either the parallelism of conductive deafness or the re-
cruitment factor of nerve deafness. By this method the exami-
ner may not only demonstrate inconsistencies, but he may take 
an audiogram of the alleged deaf ear. The audiogram of the 
good ear is first a~cur~tely determined. Then a sound of l.ow 
intensity (about 15 depibels above threshold) is introduced 
into the good ear and a sound of the same frequency is applied 
to the bad ear, starting from threshold intensity and gradually 
I I increasing it until thelntensity in both ears is the same. 
' Normally, the patient would admit it when this occurs but the 
vo1itiona11y deaf are undecided whether they hear in the good 
ear or the bad one, so they usu~y deny hearing whenever the 
intensity of the sound in the bad ear is greater than in the 
good ear. Both the frmctiona11y deaf' and malingerers give this 
response, but some malingerers may state that they continue to 
hear the sound in the good ear even when the intensity of sound 
in the bad ear is much greater. 
I 
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In such cases, the sound in the good ear is interrupted 
and at the same time intensity of' sound is increased in 
the bad ear to prevent any sensation of decreased inten-
sity. If' he still alleges that he hears the sound in 
the good ear, he is shown that there is· no sound there. 
Calling his attention to one or more such inconsisten-
cies usually causes him to admit either the true hear-
ing for the alleged deaf' ear, or forces him to return 
to the method of' denyi£g hearing whenever the sound is 
louder in the bad ear. 
I Using this same method with all the frecpencies, a complete 
audiogram may be obtained. As the patient signals only when· 
the sound is louder in his bad ear, his hearing loss should 
be further decreased by five decibels. 
lHarbert, op. cit. p. 724 
, 
2Doer.fler, Leo, and Stewart, Kenneth, "Malingering and Psycho-
'
' genic Deafness". Journal of' SPeech and Hearing- Disorders. 
Vol. 11, Sept. 1946. p. 181 
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The relative consistency of response often characteris-
tic of the patient with either fUnctional overlay or 
solely fUnctional hearing loss may be e~lained easily. 
The patient employs a figurative yardstick against which 
all sounds are gauged. Gonseiously,in the case of the 
malingerer, and unconsciously, in the case of the person 
wi~h psycho~enic loss~ the patient constantly ~pli~s _ 
th~s yardst~ck and fa~ls to respond to any sound which 
is f'ailt er than his self-imposed threshold. As long as 
he is in a relatively uniform sound environment, his 
yardstick will remain stable. For this reason consis-
tent responses are often obtained in a test situation 
even though the loss is not an organic one. Tests which 
· ttaka place in a stable sound environment give the patient 
an opportunity to gua.ge preferred stimulus against his 
unconscious yardstick. Therefore, such tests prove 
rel~tiveJ.y useless in isolating psychogenically deaf 
pa~ents. Furthermore, one cannot trap these patients, 
for their loss is not a volitioDfi one and hence cannot 
be revealed in an unwary moment. 
To perform the Doerfler-Stewart test, speech is introduced 
through binaural headphones to the patient from an adjacent 
sound-proof' control room~ Spondee words are usually used, and 
the patient is asked to repeat what he hears. The intensity of 
speech is attenuated until the patient• s threshold is obtained. 
In the same manner, his threshold for static noise is obtained 
and recorded. Then speech is introduced at a constant level 
of intensity that is five decibels louder than the established 
threshold. The patient is instructed to continue repeating 
the speech that he hears while noise at increasing intensities 
is superimposed as a background. When the patient is no longer 
able to repeat the words, the masking tone is then lessened, 
until the person is again able to hear the words and repeat 
them correctly. 
lnoerfler and Stewart, op. cit. p. 181-1.82 
It was found that the normal listener continues to per-
ceive speech until the level of noise is 10 to 25 decibels 
more intense than the speech. Conductively deafened ind.ividu-
l als can usually go to 20 or 25 db. of masking higher than 
speech, while nerve deafened individuals may lo~e speech when 
masking is only 5 to 10 decibels more intense than speech. Row-
ever, the patient with a fUnctional component loses his percep-
1 tion of speech before the 'background noise reaches the intensi tj 
level of speech, and fre~ently he becomes confused by the 
~noise at far below the level at which he should. Persons using 
this test found that it was not infrequent that dUring the 
I testing the presence of no'~se distorted the average listening 
I I conditions so much that a simultaneous attenuation of noise 
I I and speech resulted in the actual establishment of a new tbres-
1
1 ho~d of ~oss considerab~y better than that orig:inaJ..ly obtained., 
There are four measurements made with the Do erfier-Stewart 
test. 
1. The Speech Reception Threshold is obtained which may be 
compared to the threshold for pure tones. In organic losses 
they should be within five decibels· of each other,. if the 
I 
average for the pure tones in the critical speech range is 
obtained. 
[2. The noise perception thresho~d. is obtained, This sbouJ.d. 
not vary significantly from the speech reception threshold. 
3. The noise interference level is found. The average level 
for interference has been e~lained previously. 
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I 14• A repeat speech reception threshold is obtained when the 
I 11masking sound is lowered and the patient is again able to hear 
I 
the words, The speech reception threshold should be the same 
I each time. 
These four measurements may be checked for consistency 
and if there are marked discrepancies, it is a good sign that 
the person bas a loss of a non-organic nature. In the case of 
I a suspected malingerer, the test may be varied from the standara 
procedure, After obtaining the speeCh reception threshold, the 
noise level is raised well above this, so that it is definite 
that the patient is no longer able to hear the speech. Then 
with only the noise being heard, the ex.~ner lowers the speech 
,.......,_ .. _. 
Ito a point below the pa~ient•s admitted threshold, Then the 
noise level is gradually decreased, To the patient it appears 
as if the speech is rising out of the descending noise, and he 
may respond to the speech which is well below his for.mer thres-
hold, His frame of reference has been taken from under him, 
I and bis yardstiek is no l.onger effective. By this teelmique a 
supposedly severe loss may be brought down to within nor.mal 
range with little difficulty.1 
This test has proved very effective as a screening device 
I in many of the Army hospitals. It was used in a battery of 
I tests by Knapp, who stated that it was simpl.e and eminently 
lnoerfler and Stewart, op. cit. p. 186 
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effective. However, ttThe method still did not answer the 
question as to wbat was the acoustic loss, if such existed. ul 
Well standardized, the method was simple and extremely · 
help:fu.J.. However, it remained subjective. It could 
detect discrepancies, for example, in a case reporting 
exaggerated impairment at the 70 db. level. But it 
could not tell with precision, what, if any, might be 
his actual acoustic loss. And, of course1 it wa~ frus-
trated by the individual who claimed totaL loss. 
Shifting Voice Test: The shifting voice test may be used on · 
suspected unilateral malingerers. The test may be performed 
quick:J.y on any twin attenuator audiometer. It involves apply-
ing the voice and split questions first to the admittedly 
good ear and then to the ttdeaf" ear, The hearing loss control 
I is first turned to illaudible on the dea:f' ear. The other atten-
uator is set at the most comfortable level for speeCh as. pre-
viously deter.mined for the good ear, Then split questions are 
addressed to the subj,ect such as nWhen ·did you first notice 
your hearing loss? u The first half' of' the question is de--
livered to the good ear, but mid-way in the question the re-
mainder is instantly transferred to the opposite and supposedly 
ndeaf'n ear. If' the subje ct answers the question correctly, it 
must be assumed that he has hearing in the ttdeaf'11 ear. Then it 
is only a matter of' reducing the intensity as close as possible 
to the patient~s speech reception threshold. To eliminate the 
lKnapp, op. cit. p. 204 
2Knapp and Gold, op. cit. p. 6 
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il possib~e air-borne hearing by the good ear, a 60 decibe~ mask- 1 
ing tone can be presented into the opposite ear from the,,Qae 
speech is entering.~ 
Spondee Words: Another c~ue in malingering is detected if the 
patient responds to speech tests with h~f sy~~ab~es of spon-
dees. Sometimes they make up new wor'ds in response to the 
spondaic word stimu~us. 
This kind of response, except in young children, mentally 
retarded patients, patients of foreign birth who speak 
and understand English poorly, and those with severe per-
ceptive deafness, should make the observer s~spicious of 
the patientts claims of acoustic impairment. 
Artificial Stuttering: Hel~er3 reports a tecbniqae described 
by Lee entailing artificial stuttering as a means of testing 
for malingering. The subject, whi~e wearing headphones, is 
asked to read printed materia~ into a microphone. The reading 
is recorded on tape and p~ayed back to the subject through the 
phones at a delay of anywhere from .04 to .28 seconds. The 
subject hears via the headphones a fraction of a second later 
what he has just spoken. This played-back speech invokes dis-
turbances in fUture reading, resulting in stuttering as well . / 
as other voc~ or verb~ manifestations. Therefore, by using 
1watson, oP. cit. p. 23 
2Heller and Lindenberg. op. cit. p. 578 
3 . 
Ibid. P• 580 I 
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the proper calibrated equipment, this technique suggests a 
way of exposing binaural non-organic deafness.1 
OBJECTIVE TESTS 
Froeschels Test: In testing young Children, Froeschels2 as 
well as other authors do not think that the audiometer yields 
accurate results. Therefore, he has devised a method that 
requires no subjective response from the child. Only reflex 
actions are noticed over which the subject has no control. 
His test uses the accordion of Victor Urbantschitsch. It con-
sists of a bellows but bas no keyboard. A hole to which ,I 
whistles can be adjusted is cut into the frame of the bellows, 
,and forty-two whistles are available for testing. He intro-
duces the tone directly into the external auditory meatus by 
means of a rubber tube attached to an ear olive. In this way, 
the tone enters the ear directly, and if the tone is heard 
some kind of reflex action will result. The reflex consists 
of blinking, withdrawal of the head from the olive, or even 
jerking movements of the eyeballs. He feels this method is 
preferable to the audiometer in testing the hearing of childrer 
1This technique has.also been reported byAsgi and Invernizzi, 
Excerpta Medica., Sect. ll, Oto-Rhino-Laryngology. Vol. 6 1 19ss, p. 78 - . , r 
2Froeschels, Emil, "Psychogenic Dea.fuess in Childrenu, Arnhi.ve~ 1 
of' Neurology and Psychiatry. Vol. 51, June. 1944, p. S44 
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because it does not depend on the deliberate collaboration of 
the person being examined. 
In recent years there have been numerous attempts to 
divise an accurate, efficient method of objectively testing 
hearing. In 1948 Kobrak stated, "At the present time there 
is no electrical method advanced enough to be utilized for 
objective hearing tests.n1 
He states that a considerable number of reflexes have 
been described but· none has the simplicity and reliabiUty to 
make possible a general application as a routine clinical 
test. He goes on to say that the acoustic pupillary reflex, 
the general muscle reflex, and the acoustic lid reflex have 
all been used to demonstrate the cochlear function. 
By the very nature of' the reflex phenomena their 
applicability is so limited that they can be used 
only for the proof' of presence or absence of coch-
lear f'u:nction. No objective quanitative tests are 
possible. The value of' these reflexes is fUrther 
limited by the fact that ne~ati ve findings are not 
def'ini te proof' of' deafness,. . 
It has long been recognized that the present methods 
f'or hearing evaluations, while reasonably accurate 
f'or the great majority of patients tested, have 
proved unsatisfactory for determining the hearing 
in two groups of patients: 3young children and those with psychogenic deafness. 
l ------
1Kobrak, H. G. "Present Status of Objective Testsuf Annals of: 
Otology, Rhif}ology and L§:ryngology. Vol •. 57, Dec. 948 
p. 1018-26. 
2~ • 
.3Bordle;r, J. E. and Hardy, w. G •. "A Study in Objective Audio~- I 
metry mth the use of a Psychogalvanometric Responsett Annals } 
of Otolo!t'V. Rh:inQloe"Y and Lar:vn~oloR:V,. Vol. 58, 1949, 'p:-751· 
I I• 
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At a meeting of' the American Otological. Society in 1948, it. 
was decided that, the principal weakness of the present . tee~•.'. 
niques lies in.the fact that standard tests depend upon sub-
jective responses. They concluded that until some method ,. 
could be evolved which used objective responses, .the audiograms 
obtained from patients suffering from psychogenic over-lay 
would be subject to grave questioning. 
Galvanic Skin Response: Michels and Randt1 devised an objec-
.tive method for detecting the presence of unilateral or bi-
11 lateral deafness, as they felt the subjective methods were 
equivocal and unreliable in retarded, psychotic, -or compen~ 
sation-minded patients. Their method utili~ed.the galvanic 
skin response performed with the aid o:f' an electroencepha.J.o-
graph, a source of sound, and a masking device. They feel. that
1 
when this test is properly performed it is conclusive and par-
ticularly sui table in evaluating claims of total unilateral 
and binaural deafness • Hardy states that, 
This technique with the use of' a standard, electro en-
cephal.ograph seems to have merit in making a gross 
distinction between organic and psychogenic deafuess, ""'·' 
but as recently reported2 the responses are not su~­f'icien~lY. refined to indicate the extent of the psy-chog~n~c ~nvol.ve~e~t! Unless this extent can be de-
termQned, the cl~n~c~an knows little more than he 
would learn from a carefUl study of test-retest data.2 
~ichels, li/I: w. and Randt, c. T. "Galvanic 
Differential Diagnosis of Deafness n 
Vol.. 45, March, 1947? p. 302-311 ' ~Haray, Pl2• cit, p. 94 
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•Psychogalvanic Skin Resist§.llce: Bordley, Hardy, and Richter1 
decided to employ the use of psychogalvanic skin resistance. in 
a test of objective audiometry. 
I. 
As a clinical and a research technique, it offers the 
benefits of objectivity, requiring no <?onscious co-
operation from the person under testi ~t therefore 
gives promise of special usefulness ~n diagnostic work 
with children and adul. ts ~ho will not or cannot respond 
to subjective techniques. 
This tecbnique is performed as follows: 
Adults are seated in a chair for testing; children are 
placed on an assistant's lap; both face away from the 
observers. Adults have the electrodes placed on the 
hand with the shock electrodes on the arm or leg. 
Children have the electrodes on the foot with the shock 
electrodes in the middle of the back or thigh. The 
electrodes are zinc discs which are covered with Kaolin 
paste in zinc sulphate solution and held in position by 
adhesive tape. A single earphone is held against the 
ear to be tested. A selected tone of high intensity is 
introduced into the subject 1 s ear and this is followed. 
in four or five seconds by an electric shock. The shock 
is of sufficient intensity to cause the patient some 
anxiety in anticipating the stimuli to follow. The 
strength of the shock is varied a great deal with dif-
ferent individuals, as no two people seem to have the 
same tolerance. Frequently, it is necessary to increase 
the shock intensity two or three times during an e~eri­
ment, as the stimulus becomes less effective with repe-
tition. Skin resistance changes in response to stimu-
lation oc.cur about 1t seconds after the stimulus is 
given. The method used to condition a subject is to 
continue introducipg the auditory stimulus at a high 
level. followed by the shock, always using the same tone 
until there is evidence of conditioning. This is shown 
as a definite break downward in skin resistance follow~ 
ing the tone and preceeding the break that follows the 
shock. At this point one gets two definite breaks on 
the graphic record. When the subject begins to respond 
regularly to auditory stimulation, the intensity of the 
lBordley and Hardy, op •. cit. p. 752 
2~. p. 758-759 
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tone is gradually diminished until the threshold is 
reached. Following each response to the auditory 
stimulus, the shock is repeated. When the conditioned 
patients show no. change in skin resistance after audi-
tory stimulation, no shock is given; such a level is 
considered to be near the threshold. Repeated readings 
are taken at points above and below the tentative thres-
hold as in routine subjective audiometry. A shock is 
given following each positive response, but no shock is 
used when there is no change in skin resistance. Thus, 
by standard nrising-intensitytt technique, the tbreshol.d 
is established for a given tone. The procedure is 
repeated on other tones·~til the sound spectrum is 
satisfactorily explored.· 
They feel however, that this technique is not :free from 
difficulties, and is not the definite answer to the problem 
of objective audiometry. They state they have found serious 
problems in the control of movements of the subjects, and have 
encountered confusing difficulties from outside electrical 
interference. 
The galvanic skin response was used as a diagnostic tool 
at an Army Rehabilitation Center, using speech instead of pure 
tones. While an instrument measured changes in skin resistance 
of the pa1ms, speech was introduced to subjects through a voice 
· attenuator. In a normal ·hearing person, the threshold for 
awareness of sound is about 5 decibels lower than that for 
consecut~ve speech, and this physiologic level is called the 
threshold of skin awareness. In eighty-eight per cent of the 
121 cases this technique was tried on, clean reflex responses 
were obtained when sound reached critical intensities, and in 
1Bordley and Hardy, op. cit. p. 754-756 
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an additional seven per cent suCh a response was suggested. 
In fourteen controls with normal hearing and twenty-six psy-
chologically deafened patients, speech was discriminated 
within 10 decibels of the response or within 15 decibels in 
iive cases who recognized sound either at their skin level or 
five decibels higher. Seventy-seven cases deviated from this 
picture, showing an increasing gap between skin response and 
awareness of speech, indicating psychogenic deafness. 1 
They realize the .limitations of the use of speech as a 
measure of hearing, as it would be almost impossible to test 
pre-school children in this way. They also feel that it is 
important to obtain a horizontal picture of a person's loss 
in the various frequencies, which the use of speech does not 
allow. However, the use of speech is quicker, involving only 
one set of measurements, not several, for each of the several 
frequencies on the audiogram, and speech is reasonably accurate 
when equipment permits attenuation of voice intensity. 
Precise measurement of a subjective phenomenon, like 
hearing, cannot be easy. The galvanic skin response 
introduces an objective element, but does not dispose 
of all the problems. Though simple in theory tlle 
tecnic can prove difficult in application. skin re-
activity is a variable and often unstable phenomenon. 
Some inCfi vi duals react too sluggishlyi ~ar more are 
too lab~le. There must be constant v~~lance· to ex-
clude extraneous stimuli which may alter the delicate 
balance. Accuracy demands carefUl exploration of the 
use of the faintest sound areas for any given patient. 
The margins of significance in electrical change are 
I . 
I 1Knapp and Gold, op •. cit. p. 12 and 13 
are often narrow, and carefUl reinvestigation is often 
necessary in order to . establish thresholds with pre-
cision. A related difficulty, making such exploration 
often arduous, is that repeated stimulation of any in-
dividual tends to yield diminiShing returns. The first 
responses to sound are usually the most dramatic. Later 
on in the fame test or in subsequent tests they often 
taper off. 
It seems then that the psychogalvanic skin response, as 
an objective method of' audiometry, has many problems that have 
to be ironed out. However, it has been successful in detecting 
the intensity of sound necessary to stir physiologic awareness 
in a subject, and it has confirmed the subtle interaction of 
emotional with mechanical forces in the etiology of many cases 
of hearing loss. 
The galvanic skin response was used during the war to 
differentiate anesthesias following peripheral nerve injuries 
from the hysterical anesthesias. The galvanic skin response 
was chosen because a response cannot be elicited from it if 
the sensory pathway is interrupted by a complete anatomical 
physiological disruption of the peripheral nerve. They found 
that in hysteric patients the response could always be elicited 
from the anesthetic area. This was not tried on cases of' hys-
terical deafness resulting in anesthesia, but it is believed 
that it can be applied to cases of' this sort. 2 
1Knapp and Gold, op. cit. p. 11 
2Redlich, F. c. norga.nic and Hysterical Anesthesian, .American 
Journal of Psychiatry. Vol. 102, 1945. p. 318 
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Electroencephalography: In the search for objective indices 
of hearing, electroencephalography has been employed. The 
waking rhythm is a characteristic pattern, fairly easy to 
recognize, which can be aroused in a variety of ways, including 
stimulation by ·noise. However, a sound intensity of from 40 
to 50 decibels above threshold is required, so it appears that 
this tecbnique has value only in detection of' total defects. 
nThe method still fails to provide an accurate gauge of hear-
ing through all the range of possible defects.n1 The K- co~~ 
plex, or electric response of the human brain to auditory 
stimuli during sleep, has been found to give a much larger and 
much less variable response than the waking rhythm. There is 
need for further research with this technique, however, before 
it can be definitely classified as an objective test o£ non-
organic deafness. 
;Eye-Blink Re:fl~: Recently, Golambos2 re-examined the possible 
usefulness of the cochlea.;..palpebral or eyeblink reflex as an 
objective test of hearing. The eye-blink response is most 
stable component of the startle pattern to loud sounds, and it 
is a compelling auditory reflex that is not brought under 
voluntary control even by persons like experienced pistol-shots 
1Knapp and Gold, op. cit. p. 6 
2Golambos, Robert, et al. nThe Eyebl~nk R~sponse as a Test for 
Hearing", Journal o:f Speech and Hear~ng DJ.sorder~, Vol. 18 
No. 4, Dec. 1953. p. 373~378 
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I who think they have done so. This test is useful only in cases 
·~eigning very severe deafness, and is not valid if the loss is 
only severe above 500 cycles. Eyeblink response can be -essen-
tially normal if hearing is intact for low frequencies only. 
The authors feel that this test is usefUl in conjunction with 
other tests in certain special cas.es where malingering or psy-
chogenic factors are sus~ected. 
HYPNOSIS AND INJECTIONS 
There have been other approaches to the detection of psy-
chogenic hearing losses, but they involve treatment as a part 
of the diagnosis. Therefore, a non-organic loss must be defi-
nitely suspected before these methods are employed. 
Hypnosis: One such technique is hypnosis. 
An investigation of the practicability of obtaining audio-
metric records when subjects are under hypnosis is being 
attempted as one phase of a project dealing w1. th the psy-
chologic aspects of hearing disabilities. Pertinent data 
may be obtained in this way to supplement i.nu>ressions re-
garding the existence of psychologic components patterned 
from the variability of audiograms in the waking state, 
absence of expected voice changes in some hearing defects, 
discrepancies between spoken voice and pure tone tests, 
and inconsistencies betwee~ hearing in conversational and 
test situations •••• Results thus far appear to1be suffi-ciently encouraging to warrant further study. 
Hardy2 states that routine and special tests for the detection 
of non-organic hearing losses, such as pure tone and speech 
lscbneck, Jerome, ttAudiometry Under Hypnosis", Psyqhosomatic 
Medicin~, Vol. 10, No. 6, Nov. Dec. 1948. p. 361-365 
2Hardy, Q2• cit. p. 67 
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audiometry, tuning fork tests, Stenger and Lombard tests and 
the Doerfler-Stewart, :furnish evidence of na disparate state 
of affairs n. He says there yet remains the problem o:f' the 
ratio betw·een psychogenic and organic dysfunction, and the 
need to determine the amount of psychogenic over-lay. He be-
lieves that suggestion hypnosis is a simple diagnostic pro-
cedure that will :fulfill this need. 
This technique is quite simple and can be mastered with-
out :formal instruction. The uwakingu tec1mique is per-
haps the simplest :f'or.m, involving only :fixation on a 
bright object to initiate the patient • s response to deep 
suggestion. The result is a kind o:f' hyperconcentration 
that induces complete relaxation very rapidly. Moreover, 
the "wakingtt technique is particularly useful with deaf-
ness for a minimal demand is put upon the patient's 
speech-hearing function. Some verbal stimulus is called 
for, of course, and :f'or this the use o:f' a portable ampli-
fication system (microphone, small amplifier and head-
phones) is quite effective. Relatively :few persons with 
a psychogenic over-lay on organic disease are totally 
deaf :for speech, and even though a patient's hearing 
l~ss :f'or pure-tone audiometry is profound, he can usually 
be reached by means of' a powerfUl amplifier. 
The clinician will have attained a us e:ful depth of' control 
over the patient when he can induce neuromuscular cata-
lepsis by oral command. Quite of'ten even a thoroughly 
relaxed state will prove sufficient :for the purpose of 
auditory retest (and, incidentally, will o:ften demonstrate 
· the psychic component in many cases o:f' viciously aggra-
vated tinnitus).... . 
Once the patient is sufficiently ttrelaxedn, the clinician 
conducts a brief' audiometric retest, checking responses 
:for both pure-tone and speeCh. If' the test is extensive, 
it is necessary to reinforce the hypnotic state verbally; 
without reinforcement! light suggestion hypnosis lasts 
only a f'ew minutes. Gare must be taken to avoid false 
thresholds; it is possible :for the patient to imagine 
that he hears a sound long af'ter the intensity level is 
well below his threshold. Once it has been determined 
that. the hearing tbreshold is better than it .has proved 
S6 
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to be under routine test circumstances, the clinician has 
evidence -- even if not quite exact --.of the relationship 
between psychogeni:c and organic dysfunction. It is saf'e 
to assume that the thresholds so obtained indicate the 
maximum o:f organic impairment. 
I:f a psychogenic over-lay on organic disease is demop-
strated by this technique, there is no harm in employing 
posthypnotic suggestion o:f improved hearing. Moreover., 
whatever the results, it is a good idea to suggest am-
nesia for t~ hypnotic experience, prior to awakening 
the patient. 
In,.jections: Another diagnostic tool that involves treating 
rather than mere detecting is the use of intravenous injections 
of one of the barbiturates. Martin2 describes this technique 
'I 
I 
as used at Hoff General Hospital where seventy-five out of five I 
hundred cases of deafness were selected :for stuay under sodium 
pentathol narcosis. He states that psychogenic deafness is not 
rare, and that its evaluation is greatly :facilitated by this 
method when it is carried out under careful and proper tech-
nique.a At this hospital the technique was carried out by a 
psychologist under the direct supervision of the Chief o:f the 
Neuropsychiatric Sectiono Intense suggestion is given to the 
patient and he is convinced in three or more interviews prior 
to narcosis that he will be able to hear normally. Group 
1
suggestion is also carried out and the patient is introduced 
to others who have been ttcuredtt by this method. When it is 
felt that the patient has been prepared psychologically for 
narcosis, he is given sodium pentathol. The patient is 
~ . Hardy, op. cit. p. 68-69 
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2Martin, op. cit, 
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instructed to count backwards from 100 to one, and in this he 
usually becomes incoherent before he has reached 50. The 
anethetist gages the speed of his injection so that he is able 
to keep the patient in the so-.called nBabbling narcotic staten. 
The Patient is asked simple questions and he is assured that 
he is now abru t to recover his hearing. The external ear is 
sprayed with ethyl chloride so that there is definite tempera-
ture change, and the patient is then assured that his hearing 
has returned. The examiner continues to ask questions and as 
the patient answers them one ear at a time is blocked and the 
other tested. This procedure usually lasts only twenty minutes, 
but the patient is observed continuously for the next few hours. 
During this time he is constantly being assured that his hear-
ing is normal until he is fully conscious anckealizes that he 
is hearing.1 
Hardy2 states that,contrary to some commonly held beliefs, 
the failure to demonstrate improved hearing in a single session 
with intravenous barbiturate injections is by no means uncommon 
and does not necessarily confirm organic deafness-. It must 
also be realized that this technique was used in a hospital 
setting where patients remained for a prolonged period of time 
and therefore its applicability for use in regular clinics is 
lMartin, op, cit. p. 84-84 
2Hardy, op •. cit. p. 66 
----=--==--=--=- -----.:..-=====-:-============== 
I 
" 
,, 
88 
questioned. Martin himself states, "This article is not in-
tended to convey the idea that narcosynthesis is a foolproof' 
method of diagnosing all cases of psychogenic deaf'nessn.J. 
More studies concerning better and more accurate methods 
of achieving objective measures of hearing are going on all 
the time, but as yet there is no one test that has been de-
vised that will accurately and exactly measure all types of 
non-organic hearing loss. 
].Martin, OE• cit. p. 86-87 
l 
I, 
CHAPTER IV 
SUMMARY AND CONCLUSIONS 
Summary: Material has been presented concerning the relative 
frequency in which cases of psychogenic hearing losses and 
malingering were found in the military population during the 
recent war. Reasons were given to uphold the belief that 
these cases of non-organic deafness may be more prevalent in 
the civilian population than has been commonly realized. 
Assuming that this is true, the obvious reason lies in the 
:fact that people in the field o:f hearing testing are unaware 
o:f the methods at their disposal for detecting losses o:f this 
type. Therefore, this paper has attempted to summarize the 
available tests and procedures which are described in the 
literature that have been used in the past to detect these 
:functional losses. Wherever possible, the validity of these 
tests has been included, as well as the types o:f cases in 
which they have been :found to be most effective. The tests 
described begin with simple observation of behavior, and then 
move to the progressively more difficult tests: conversation 
and voice tests, tuning fork tests, pure tone and speech 
audiometry, the objective·tests including the psychogalvanic 
skin response and electroencephalography, and other methods 
such as hypnosis and narcosynthesis. 
90 
Conc~yeions: It was found that there is not one test that is 
completely satisfactory in the detection of non-organic hearing 1 
losses. Several tests were found to be good in detecting uni-
lateral malingering, for example, but one test by itself is 
not adequate proof of a functional loss. These tests that 
were found to detect malingering could not adequately assess 
the amount of true loss, i:f any, and they were not at all 
effective in testing for alleged binaural deafness. The ob-
jective tests are not foolproof either, and they usually re-
quire complex equipment that is £ar too costly £or the ordi-
nary clinic. It may be concluded then that there is a great 
need for further research to be done in this £ield. If an 
examiner is observing and makes use o£ the tests at his dis-
posal, he will usually be able to detect a malingerer. How-
ever, there are cases of psychogenic over-lay that are slipping 
by unnoticed in increasing numbers, and accurate methods must 
be devised for not only detecting these persons, but :for 
measuring their amount of true loss. Testing for psychogenic 
deafness and malingeringts now a tedious task for both the 
examiner and the patient, and apparently will continue to be 
so gntil newer methods are devised. However, it is the 
opinion of the author that many more of these cases would be 
detected if the examiners were willing to acquaint themselves 
vdth the available methods for detection now at their disposal. 
Until the time that a quick screening test can be devised that 
1 
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will accurately determine the type and degree of deafness, 
11 examiners should feel the responsibility to use the methods 
I' available to them in performing each diagnosis to the best of 
II · b · ·t i the~r a ~l~ y. 
Limitations: There have been more recent studies concerning 
tests conducted in this field that have not been published 
I' 
I 
and therefore were not reviewed in this paper. Several foreign 
countries have been interested in this matter also, and further 1 
information may be obtained from untranslated articles in I 
foreign languages. A study o:f these two sources should reveal 
more current information than this paper has been able to in-
elude. 
Suggestions :for Further Rese~ 
1. Experimental studies of the effectiveness of any of the 
more valid tests"described, such as the Doer:fle~Stewart, 
Stenger, Modified Stenger, and P.G.S.R. in detecting psycho-
! genic deafness. 
112. A questionnaire sent to hearing clinics throughout the 
1
1
. country to ascertain the percentage of non-organic cases they 
. find, and the methods they use for detection. 
I 
I 3. The devising and validating of a simple screening test to 
detect non-organic hearing losses. 
'! 
;: 
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